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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: Tennessee, Florida, Ohio 

Certification(s)/Specialty: Surgery, Surgical Critical Care 

 

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 is a 57 year old female who sustained an industrial injury on 10-24-2010. A review of the 

medical records indicates that the injured worker is undergoing treatment for complex regional 

pain syndrome (CRPS) of the left hand. According to the progress report dated 6-2-2015 and 9- 

8-2015, the injured worker complained of pain in the left hand with swelling, spasms and 

numbness. Per the treating physician (9-8-2015), the injured worker was not currently working. 

The physical exam (9-9-2015) revealed allodynia of the left wrist with swelling. There was 

decreased strength of the left upper extremity and spasms of the left wrist. Treatment to date has 

included medication; other treatments were not documented. The request for authorization was 

dated 9-8-2015.The original Utilization Review (UR)(9-15-2015) denied requests for 

acupuncture, left ganglion stellate block, urine toxicology screen, Menthoderm gel, Naprosyn, 

Omeprazole, Neurontin, Flexeril and transcutaneous electrical nerve stimulation (TENS) pads. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Acupuncture 2x4 left wrist: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Acupuncture Treatment 2007. 



MAXIMUS guideline: Decision based on MTUS Acupuncture Treatment 2007. 

 

Decision rationale: There is not sufficient clinical information provided to justify the medical 

necessity of acupuncture testing for this patient. The California MTUS Acupuncture guidelines 

address the topic of hand acupuncture. In accordance with California MTUS Acupuncture 

guidelines "Frequency and duration of acupuncture or acupuncture with electrical stimulation 

may be performed as follows: (1) Time to produce functional improvement: 3 to 6 treatments. 

(2) Frequency: 1 to 3 times per week. (3) Optimum duration: 1 to 2 months. (d) Acupuncture 

treatments may be extended if functional improvement is documented." This patient has been 

prescribed acupuncture for q2 times per week for 4 weeks. She has been diagnosed with 

complex regional pain syndrome of the left hand. Based on MTUS guidelines, a trial of 

acupuncture is clinically appropriate but the requested frequency is not appropriate. Per the 

guidelines, the time to product a functional improvement should be 3-6 treatments. Further 

treatment is not indicated if a functional improvement cannot be demonstrated. Therefore, the 

requested 8 total treatments is not indicated. Therefore, based on the submitted medical 

documentation, the request for acupuncture testing is not medically necessary. 

 

Left ganglion stellate block: 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) CRPS, 

sympathetic blocks (therapeutic). 

 

Decision rationale: There is not sufficient clinical information provided to justify the medical 

necessity of this request for this patient. Per ODG, Stellate Ganglion Blocks are: 

"Recommended for limited, select cases, primarily for diagnosis of sympathetically mediated 

pain and therapeutically as an adjunct to facilitate physical therapy/ functional restoration. When 

used for therapeutic purposes the procedure is not considered a stand-alone treatment. The role 

of sympathetic blocks for treatment of CRPS is largely empirical (with a general lack of 

evidence-based research for support) but can be clinically important in individual cases in which 

the procedure ameliorates pain and improves function, allowing for a less painful ‘window of 

opportunity’ for rehabilitation techniques. Use of sympathetic blocks should be balanced against 

the side effect ratio and evidence of limited response to treatment." The medical records fail to 

indicate that this patient has adequately been established in a functional restoration program. 

The patient is taking multiple opiates with other medications for his chronic pain disorder. Stand 

alone use of a sympathetic block is not recommended. Therefore, based on the submitted 

medical documentation, the request for left stellate ganglion block is not medically necessary. 

 

TENS unit pads x2: 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): Transcutaneous electrotherapy. 

 

Decision rationale: There is not sufficient clinical information provided to justify the medical 

necessity of a TENS unit for this patient. The California MTUS guidelines recommend the 

following regarding criteria for TENS unit use: 1. Chronic intractable pain (for the conditions 

noted above): Documentation of pain of at least three months duration. 2. There is evidence that 

other appropriate pain modalities have been tried (including medication) and failed; A one- 

month trial period of the TENS unit should be documented (as an adjunct to ongoing treatment 

modalities within a functional restoration approach) with documentation of how often the unit 

was used, as well as outcomes in terms of pain relief and function; rental would be preferred 

over purchase during this trial. 3. Other ongoing pain treatment should also be documented 

during the trial period including medication usage. 4. A treatment plan including the specific 

short- and long- term goals of treatment with the TENS unit should be submitted. 5. A 2-lead 

unit is generally recommended; if a 4-lead unit is recommended, there must be documentation of 

why this is necessary. This patient's case does not meet the recommended criteria since no 

treatment plan (that includes short and long-term goals) was submitted. There is also no 

documentation that other treatment modalities have been tried and failed. Therefore, based on 

the submitted medical documentation, the request for TENs unit is not medically necessary. 

 
 

Urine toxicology screen: Upheld 

 

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

2009. 

 

MAXIMUS guideline: Decision based on MTUS Stress-Related Conditions 2004, Section(s): 

General Approach, Diagnostic Testing. 

 

Decision rationale: There is not sufficient clinical information provided to justify the medical 

necessity of a urine drug screen for this patient. The clinical records submitted do not support 

the fact that this patient has been documented to have a positive drug screen for illicit or non- 

prescribed substances. The MTUS guidelines recommend frequent and random urine drug 

screens where aberrant behavior is suspected. This patient has not been documented to have 

suspicion of aberrant behavior. His pain is documented as well controlled and past drug screens 

are consistent with currently prescribed medications. Therefore, based on the submitted medical 

documentation, the request for drug screening is not medically necessary. 

 

Menthoderm Gel 120gms x 4 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): Topical Analgesics. 



Decision rationale: There is not sufficient clinical information provided to justify the medical 

necessity of this request for this patient. Menthoderm contains methyl salicylate and menthol. 

Topical salicylate (BenGay) is significantly better than placebo in acute and chronic pain, but 

especially acute pain. Topical salicylate was significantly better than placebo overall but larger 

more valid studies were without significant benefit. The California MTUS Chronic Pain 

Guidelines state that topical analgesics are largely experimental with few controlled trials to 

determine efficacy or safety. They are primarily recommended for neuropathic pain when trials 

of antidepressants and anticonvulsants have failed. Any compounded product that contains at 

least one drug (or drug class) that is not recommended is not recommended. This patient has 

been documented to have complex regional pain syndrome of the hand. Topical analgesic is not 

recommended in this situation. Therefore, based on the submitted medical documentation, the 

request for menthoderm is not medically necessary. 

 

Naproxen 550mg #100 x1 refill: 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 (non-steroidal anti-inflammatory drugs), NSAIDs, GI symptoms & 

cardiovascular risk. 

 

Decision rationale: There is not sufficient clinical information provided to justify the medical 

necessity of treatment of this medication for this patient. The California MTUS guidelines 

address the topic of NSAID prescriptions by stating, "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." The MTUS guidelines do not recommend routine use 

of NSAIDS due to the potential for adverse side effects (GI bleeding, ulcers, renal failure, etc). 

This patient has no contraindications to other non-NSAID therapies. Therefore, medical 

necessity for naproxen prescription has been not been established. The request is not medically 

necessary. 

 

Omeprazole 20mg #100 x1 refill: 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 (non-steroidal anti-inflammatory drugs), NSAIDs, GI symptoms & 

cardiovascular risk. 

 

Decision rationale: There is not sufficient clinical information provided to justify the medical 

necessity of the requested prescription for this patient. The clinical records submitted do not 

support the fact that this patient has refractory GERD resistant to H2 blocker therapy or an active 



h. pylori infection. The California MTUS guidelines address the topic of proton pump 

prescription. In accordance with California MTUS guidelines, PPIs (Proton Pump Inhibitors) 

can be utilized if the patient is concomitantly on NSAIDS and if the patient has gastrointestinal 

risk factors.  This patient is not on NSAIDS. Additionally, per the Federal Drug 

Administration's (FDA) prescribing guidelines for PPI use, chronic use of a proton pump 

inhibitor is not recommended due to the risk of developing atrophic gastritis. Short-term GERD 

symptoms may be controlled effectively with an H2 blocker unless a specific indication for a 

proton pump inhibitor exists. This patient's medical records support that she has GERD. 

Likewise, the patient has no documentation of why chronic PPI therapy is necessary. The patient 

has not been documented to be refractory to H2 blocker therapy and there are no records that 

indicate an active h. pylori infection. Therefore, based on the submitted medical documentation, 

the request for omeprazole prescription is not medically necessary. 

 

Gabapentin 600mg #100 x3 refills: Overturned 

 

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): Anti-epilepsy drugs (AEDs). 

 

Decision rationale: There is sufficient clinical information provided to justify the medical 

necessity of this prescription for this patient. The California MTUS guidelines state : 

"Gabapentin is an anti-epilepsy drug (AEDs - also referred to as anti-convulsants), which has 

been shown to be effective for treatment of diabetic painful neuropathy and postherpetic 

neuralgia and has been considered as a first-line treatment for neuropathic pain." Regarding this 

patient's case, the clinical records submitted do support the fact that this patient has neuropathic 

pain with complex regional pain syndrome of the hand. Neurontin is a first line medication for 

neuropathic pain. Therefore, based on the submitted medical documentation, the request for 

Neurontin is medically necessary. 

 

Flexeril 7.5mg #90 x3 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): Muscle relaxants (for pain). 

 

Decision rationale: There is not sufficient clinical information provided to justify the medical 

necessity of this prescription for this patient. In accordance with the California MTUS 

guidelines, Cyclobenzaprine is a muscle relaxant and muscle relaxants are not recommended for 

the treatment of chronic pain. From the MTUS guidelines: "Recommend non-sedating muscle 

relaxants with caution as a second-line option for short-term treatment of acute exacerbations in 

patients with chronic back pain. Efficacy appears to diminish over time, and prolonged use of 

some medications in this class may lead to dependence." This patient has been diagnosed with 

chronic back pain of the left hand. Per MTUS, the use of a muscle relaxant is not indicated. 

Therefore, based on the submitted medical documentation, the request for Cyclobenzaprine is 

not medically necessary. 


