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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: North Carolina
Certification(s)/Specialty: Family Practice

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 39 year old male who sustained an industrial injury on 5-29-2012. A
review of medical records indicates the injured worker is being treated for bilateral carpal tunnel
syndrome, cubital tunnel syndrome. Medical records dated 8-25-2015 noted the right shoulder
was throbbing and very tender. R-s elbow and forearm were very painful with tingling and
numbness. L-s, shoulder, elbow, fingers, and both wrists were very painful and worsening due
to neglect and no treatment. Physical examination noted tenderness at medial compartments.
There was diminished sensation to both hands. There was a positive Tinel's at elbow and wrists
and a positive Phalen's test. Treatment has included Gabapentin since at least 4-28-2015.
Utilization review form dated 9-18-2015 non-certified physiotherapy 2 x a week x 4 weeks for
bilateral elbow-wrists, Gabapentin 300mg #120, and consultation with sleep specialist.

IMR ISSUES, DECISIONS AND RATIONALES

The Final Determination was based on decisions for the disputed items/services set forth below:
Physiotherapy 2x a week for 4 weeks for the bilateral elbows/wrists: Upheld
Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment

2009, Section(s): Physical Medicine. Decision based on Non-MTUS Citation Official Disability
Guidelines (ODG) Preface.




MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Physical Medicine.

Decision rationale: Allow for fading of treatment frequency (from up to 3 visits per week to 1
or less), plus active self-directed home Physical Medicine. Myalgia and myositis, unspecified
(ICD9 729.1): 9-10 visits over 8 weeks; Neuralgia, neuritis, and radiculitis, unspecified (ICD9
729.2) 8-10 visits over 4 weeks. Reflex sympathetic dystrophy (CRPS) (ICD9 337.2): 24 visits
over 16 weeks. The goal of physical therapy is graduation to home therapy after a certain amount
of recommended sessions. The patient has already completed physical therapy. The request is in
excess of these recommendations per the California MTUS. There is no objective reason why the
patient would not be moved to home therapy after completing the recommended amount of
supervised sessions. In the provided clinical documentation. Therefore the request is not
medically necessary.

Gabapentin 300mg, #120: Overturned

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
2009, Section(s): Antiepilepsy drugs (AEDs).

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Antiepilepsy drugs (AEDS).

Decision rationale: The California chronic pain medical treatment guidelines section on
Neurontin states: Gabapentin (Neurontin, Gabarone, generic available) has been shown to be
effective for treatment of diabetic painful neuropathy and post herpetic neuralgia and has been
considered as a first-line treatment for neuropathic pain. (Backonja, 2002) (ICSI, 2007)
(Knotkova, 2007) (Eisenberg, 2007) (Attal, 2006) This RCT concluded that gabapentin
monotherapy appears to be efficacious for the treatment of pain and sleep interference associated
with diabetic peripheral neuropathy and exhibits positive effects on mood and quality of life.
(Backonja, 1998) It has been given FDA approval for treatment of post-herpetic neuralgia. The
number needed to treat (NNT) for overall neuropathic pain is 4. It has a more favorable side-
effect profile than Carbamazepine, with a number needed to harm of 2.5. (Wiffen2-Cochrane,
2005) (Zaremba, 2006) Gabapentin in combination with morphine has been studied for treatment
of diabetic neuropathy and postherpetic neuralgia. When used in combination the maximum
tolerated dosage of both drugs was lower than when each was used as a single agent and better
analgesia occurred at lower doses of each. (Gilron-NEJM, 2005) Recommendations involving
combination therapy require further study. The requested medication is a first line agent to
treatment neuropathic pain. The patient does have a diagnosis of neuropathic pain in the form of
carpal tunnel syndrome. Therefore the request is medically indicated.

Consultation with a Sleep Specialist: Upheld
Claims Administrator guideline: The Claims Administrator did not base their decision on the

MTUS. Decision based on Non-MTUS Citation ACOEM Occupational Medicine Practice
Guidelines, 2nd Edition, 2004 page 127.



MAXIMUS guideline: Decision based on MTUS General Approaches 2004, Section(s):
General Approach to Initial Assessment and Documentation, Initial Approaches to Treatment.

Decision rationale: Per the ACOEM: The health practitioner may refer to other specialist if a
diagnosis is uncertain or extremely complex, when psychosocial factors are present, or when
the plan or course of care may benefit from additional expertise. A referral may be for
Consultation to aid in the diagnosis, prognosis, therapeutic management, determination of
medical stability. The patient upon review of the provided medical records has ongoing
insomnia. However there is no documentation of failure of sleep hygiene measures or other first
line insomnia treatment options. Therefore consult with sleep medicine is not medically
necessary.



