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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 26 year old male, who sustained an industrial injury on 5/14/09. He 

reported initial complaints of neck, back and bilateral forearms, hands/fingers. The injured 

worker was diagnosed as having lateral epicondylitis. Treatment to date has included 

medications. Currently, the PR-2 notes dated 2/10/15 indicated the injured worker complains of 

headaches with an occurrence of 2-3 times a week rated 5-9/10. He also complains of constant 

neck pain rated at 5-8/10 as well as bilateral shoulder pain rated at 2/10. He also has bilateral 

forearm pain rated 4/10 that increases with strenuous activities to 8/10. He has intermittent sharp 

pain in his upper back that radiates to his mid back, which is felt mostly in the morning rated 

5/10. He has difficulty falling and staying asleep due to pain, discomfort, and stress. He sleeps 6- 

7 hours and wakes up 3 times at night. He reports feeling depression, stress, and anxiety. He is 

currently working and takes over-the-counter Tylenol on a as-needed basis. On physical 

examination, there is tenderness to pressure over the left lateral elbow. Range of motion is intact 

with positive Cozen's sign. The provider’s treatment plan includes: Physical Therapy 12 visits to 

the left elbow; EMG/NCS Bilateral Upper Extremities; Sleep Study; Cyclobenzaprine HCL 

tablets, USP 10mg #60 with 2 refills; Naproxen Sodium 550mg #30 with 2 refills; Omeprazole 

DR 20mg capsule #30 with 2 refills; Tennis elbow support left and right. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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



 

Physical Therapy 12 visits to the left elbow: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain 

Treatment Guidelines. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 8 C.C.R. 

9792.20 - 9792.26 Page(s): 58-60 of 127. 

 
Decision rationale: The request is for physical therapy to aid in pain relief. The MTUS 

guidelines states that manipulation is recommended for chronic pain if caused by 

musculoskeletal conditions. Manual Therapy is widely used in the treatment of musculoskeletal 

pain. The intended goal or effect of Manual Medicine is the achievement of positive 

symptomatic or objective measurable gains in functional improvement that facilitate progression 

in the patient's therapeutic exercise program and return to productive activities. Manipulation is 

manual therapy that moves a joint beyond the physiologic range-of-motion but not beyond the 

anatomic range-of-motion. It is indicated for low back pain but not ankle and foot conditions, 

carpal tunnel syndrome, forearm/wrist/hand pain, or knee pain. The use of active treatment 

modalities instead of passive treatments is associated with substantially better clinical outcomes. 

(Fritz, 2007) Active treatments also allow for fading of treatment frequency along with active 

self-directed home PT, so that less visits would be required in uncomplicated cases. In this case, 

the patient would benefit most from at home active therapy. As such, the request is not 

medically necessary. 

 
EMG/NCS Bilateral Upper Extremities: Upheld 

 
Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 8 Neck and 

Upper Back Complaints. Decision based on Non-MTUS Citation ODG Neck and Upper Back 

Chapter. 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) EMGs 

(electromyography). 

 
Decision rationale: The request is for an EMG. The ODG state the following regarding this 

topic: Recommended as an option (needle, not surface). EMGs (electromyography) may be 

useful to obtain unequivocal evidence of radiculopathy, after 1-month conservative therapy, but 

EMG's are not necessary if radiculopathy is already clinically obvious. (Bigos, 1999) (Ortiz- 

Corredor, 2003) (Haig, 2005) No correlation was found between intraoperative EMG findings 

and immediate postoperative pain, but intraoperative spinal cord monitoring is becoming more 

common and there may be benefit in surgery with major corrective anatomic intervention like 

fracture or scoliosis or fusion where there is significant stenosis. (Dimopoulos, 2004) EMG?s 

may be required by the AMA Guides for an impairment rating of radiculopathy. (AMA, 2001) 

(Note: Needle EMG and H-reflex tests are recommended, but Surface EMG and F-wave tests 

are not very specific and therefore are not recommended. See Surface electromyography.) In this 

case, the patient does not meet criteria for the study requested. This is secondary to inadequate 



documentation of peripheral neurologic impairment on imaging studies and exam. Pending 

receipt of information further clarifying how this would change the management rendered, the 

study is not medically necessary. 

 
Sleep Study: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation ODG Pain Chapter, Polysomnography. 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Polysomnography 

(PSG). 

 
Decision rationale: The request is for a sleep study. The MTUS guidelines do not address this 

issue. The ODG state the following regarding qualifying indications: Recommended after at least 

six months of an insomnia complaint (at least four nights a week), unresponsive to behavior 

intervention and sedative/sleep-promoting medications, and after psychiatric etiology has been 

excluded. Not recommended for the routine evaluation of transient insomnia, chronic insomnia, 

or insomnia associated with psychiatric disorders. Home portable monitor testing may be an 

option. A polysomnogram measures bodily functions during sleep, including brain waves, heart 

rate, nasal and oral breathing, sleep position, and levels of oxygen saturation. It is administered 

by a sleep specialist, a physician who is Board eligible or certified by the  

, or a pulmonologist or neurologist whose practice comprises at least 25% of 

sleep medicine. See the Pain Chapter for more information and references. In its Choosing 

Wisely list, the   advises against 

polysomnography (PSG) in patients with chronic insomnia unless symptoms suggest a comorbid 

sleep disorder. Although PSG may confirm self-reported symptoms of chronic insomnia, it does 

not provide additional information necessary for diagnosis of chronic insomnia. However, PSG 

is indicated in some specific circumstances, for example when sleep apnea or sleep-related 

movement disorders are suspected, the initial diagnosis is uncertain, behavioral or 

pharmacologic treatment fails, or sudden arousals occur with violent or injurious behavior. In 

addition, do not use polysomnography to diagnose restless legs syndrome. (AASM, 2015) 

Criteria for Polysomnography: Polysomnograms / sleep studies are recommended for the 

combination of indications listed below: (1) Excessive daytime somnolence; (2) Cataplexy 

(muscular weakness usually brought on by excitement or emotion, virtually unique to 

narcolepsy); (3) Morning headache (other causes have been ruled out); (4) Intellectual 

deterioration (sudden, without suspicion of organic dementia); (5) Personality change (not 

secondary to medication, cerebral mass or known psychiatric problems); (6) Sleep-related 

breathing disorder or periodic limb movement disorder is suspected; (7) Insomnia complaint for 

at least six months (at least four nights of the week), unresponsive to behavior intervention and 

sedative/sleep-promoting medications and psychiatric etiology has been excluded. A sleep study 

for the sole complaint of snoring, without one of the above mentioned symptoms, is not 

recommended; (8) Unattended (unsupervised) home sleep studies for adult patients are 

appropriate with a home sleep study device with a minimum of 4 recording channels (including 

oxygen saturation, respiratory movement, airflow, and EKG or heart rate). In this case, the 

criteria are not met for a sleep study. There is inadequate documentation of 6 months on 

insomnia unresponsive to behavioral therapy with exclusion of psychiatric etiologies. As 



such, the request is not medically necessary. 
 

 
 

Cyclobenzaprine HCL tablets, USP 10mg #60 with 2 refills: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 8 C.C.R. 

9792.20 - 9792.26 Page(s): 63 of 127. 

 
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 for use of a muscle relaxant, the request is not medically 

necessary. 

 
Naproxen Sodium 550mg #30 with 2 refills: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 8 C.C.R. 

9792.20 - 9792.26 Page(s): 67-68 of 127. 

 
Decision rationale: The request is for the use of NSAIDS to aid in pain relief. NSAIDS are 

usually used to aid in pain and inflammation reduction. The MTUS guidelines states that for 

osteoarthritis NSAIS are 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, for those with gastrointestinal, cardiovascular or renovascular risk 

factors. NSAIDs appear to be superior to acetaminophen especially for patients with moderate to 

severe pain. There is no evidence to support one drug in this class over another based on 

efficacy. In particular, there appears to be no difference between NSAIDs and COX-2 NSAIDs 

in terms of pain relief. The main concern of selection is based on adverse effects, with COX-2 

NSAIDs having fewer GI side effects at the risk of increased cardiovascular side effects. 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 and function. (Chen, 2008) 

(Laine, 2008) For back pain, NSAIDS are recommended as a second-line treatment after 

acetaminophen. In general, there is conflicting evidence that NSAIDs are more effective that 

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) In this case, there is 

inadequate documentation of functional improvement to justify continued use, as the guidelines 

recommend the lowest dose for the shortest period of time. The significant side effect profile of 

medications in this class put the patient at risk when used chronically. As such, the request is not 

medically necessary. 

 
Omeprazole DR 20mg capsule #30 with 2 refills: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain 

Treatment Guidelines. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 8 C.C.R. 

9792.20 - 9792.26 Page(s): 68 of 127. 

 
Decision rationale: The request is for the use of a medication in the class of a proton pump 

inhibitor. This is usually given as an acid reducing medication for patients with esophageal 

reflux, gastritis, or 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. 

 
Tennis elbow support left and right: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not base their decision on 

the MTUS. Decision based on Non-MTUS Citation ODG Elbow Chapter, Splinting (padding). 

 
MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 10 Elbow 

Disorders (Revised 2007) Page(s): 2 (updated guideliens). 

 
Decision rationale: The request is for an elbow splint. The ACOEM guidelines state the 

following regarding this topic: "Relieving discomfort can be accomplished most safely by 

temporarily decreasing or modifying the offending activities and by prescribing systemic or 

topical non-prescription analgesics along with an adjustable, properly fitted elbow support. 

Patients recovering from acute and subacute elbow problems should be encouraged to continue 

working. Modified duty may be recommended if appropriate." In general, immobilization 

should be avoided. An exception is immediately after surgery where brief immobilization may 

be required. Wrist splinting is sometimes utilized. However, some experts believe splinting 

potentially contributes to elbow pain. When immobilization is utilized, range-of-motion 

exercises should involve the elbow, wrist, as well as the shoulder, to avoid frozen shoulder 



('adhesive capsulitis'). In this case, the request is not supported by the guidelines. Splinting is 

advised for temporarily decreasing or modifying offending activities. Long-term use is not 

recommended. As such, the request is not medically necessary. 




