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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. The expert 

reviewer is Board Certified in Physical Medicine and Rehabilitation, has a subspecialty in Pain 

Management, and is licensed to practice in California. 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/services. He/she is familiar with governing laws and regulations, including the 

strength of evidence hierarchy that applies to Independent Medical Review determinations. 

 

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 male patient with the date of injury of February 16, 2011. A Utilization Review was 

performed on August 22, 2014 and recommended non-certification of acupuncture for hand Qty 

8, chiropractic visits for hand Qty 4, urinalysis, pain management, functional capacity 

evaluation, and topical compound cream. A Progress Report dated July 14, 2014 identifies 

Subjective Complaints of left wrist pain with occasional numbness, left abdominal pain. 

Objective Findings identify hypoesthesia to C7 dermatome at the left forearm. Tenderness to left 

forearm. Left wrist end range of motion with pain. Diagnoses identify status post left hernia 

repair, left wrist sprain/strain, left wrist neuroma, and left hand neuropathy. Treatment Plan 

identifies chiropractic therapy 3x4, urinalysis, creams prescribed and administered. The patient 

has undergone previous therapy. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

8 acupuncture sessions for the hand: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Acupuncture Treatment 

Guidelines.   

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Chronic Pain 



Chapter, Acupuncture  American College of Occupational and Environmental Medicine 

(ACOEM), 2nd Edition, (2004) Medical treatment utilization schedule, Â§9792.24.1 

 

Decision rationale: Regarding the request for 8 acupuncture sessions for the hand, California 

MTUS does support the use of acupuncture for chronic pain, with additional use supported when 

there is functional improvement documented, which is defined as "either a clinically significant 

improvement in activities of daily living or a reduction in work restrictions... and a reduction in 

the dependency on continued medical treatment." A trial of up to 6 sessions is recommended, 

with up to 24 total sessions supported when there is ongoing evidence of functional 

improvement. Within the documentation available for review, there is documentation of chronic 

pain. However, the requested sessions exceeds guidelines for an initial trial. Unfortunately, there 

is no provision in place to modify the request. As such, the currently requested 8 acupuncture 

sessions for the hand is not medically necessary. 

 

4 chiropractic visits for the hand: Upheld 

 

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

Manual Therapy and Manipulation.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s): 

58-60 of 127.   

 

Decision rationale: Regarding the request for 4 chiropractic visits for the hand, Chronic Pain 

Medical Treatment Guidelines support the use of chiropractic care for the treatment of chronic 

pain caused by musculoskeletal conditions. Guidelines go on to recommend a trial of up to 6 

visits over 2 weeks for the treatment of low back pain. With evidence of objective functional 

improvement, a total of up to 18 visits over 6 to 8 weeks may be supported. Within the 

documentation available for review, it is unclear exactly what objective functional deficits are 

intended to be addressed with the currently requested chiropractic care. Additionally, there is no 

mention of objective functional improvement with previous therapy. In the absence of clarity 

regarding the above issues, the currently requested 4 chiropractic visits for the hand is not 

medically necessary. 

 

Urinalysis: Upheld 

 

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

Drug Testing.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG-

TWC), Pain Procedure Summary (last updated 07/10/14), Urine Drug Testing (UDT) 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s): 

76-79 and 99 of 127.  Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG), Chronic Pain Chapter  Urine Drug Testing 

 

Decision rationale: Regarding the request for urinalysis, CA MTUS Chronic Pain Medical 

Treatment Guidelines state the drug testing is recommended as an option. Guidelines go on to 

recommend monitoring for the occurrence of any potentially aberrant (or nonadherent) drug 



related behaviors. ODG recommends urine drug testing on a yearly basis for low risk patients, 2-

3 times a year for moderate risk patients, and possibly once per month for high risk patients. 

Within the documentation available for review, there is no documentation of current risk 

stratification to identify the medical necessity of drug screening. As such, the currently requested 

urinalysis is not medically necessary. 

 

Pain Management: Upheld 

 

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

MTUS.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG-TWC), 

Office Visits 

 

MAXIMUS guideline: Decision based on MTUS ACOEM.  Decision based on Non-MTUS 

Citation Other Medical Treatment Guideline or Medical Evidence: State of Colorado, Chronic 

Pain Disorder Medical Treatment Guidelines, Exhibit Page Number 52  American College of 

Occupational and Environmental Medicine (ACOEM), 2nd Edition, (2004) Occupational 

Medicine Practice Guidelines, Independent Medical Examinations and Consultations Chapter, 

Page 127 

 

Decision rationale:  Regarding the request for pain management, California MTUS does not 

address this issue. ACOEM supports consultation 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. Within the documentation available for review, there is no indication 

as to why pain management is needed for this patient. The specific treatments requested are not 

identified. In light of the above issues, the currently requested pain management is not medically 

necessary. 

 

Functional capacity evaluation: Upheld 

 

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

MTUS.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG-TWC), 

Job-Specific FCEs (Functional Capacity Evaluations) 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Fitness for Duty 

Chapter, Functional Capacity Evaluation  American College of Occupational and Environmental 

Medicine (ACOEM), 2nd Edition, (2004) OCCUPATIONAL MEDICINE PRACTICE 

GUIDELINES, Prevention Chapter, Page 12 

 

Decision rationale:  Regarding request for functional capacity evaluation, Occupational 

Medicine Practice Guidelines state that there is not good evidence that functional capacity 

evaluations are correlated with a lower frequency of health complaints or injuries. ODG states 

that functional capacity evaluations are recommended prior to admission to a work hardening 

program. The criteria for the use of a functional capacity evaluation includes case management 

being hampered by complex issues such as prior unsuccessful return to work attempts, 

conflicting medical reporting on precautions and/or fitness for modified job, or injuries that 



require detailed explanation of a worker's abilities. Additionally, guidelines recommend that the 

patient be close to or at maximum medical improvement with all key medical reports secured 

and additional/secondary conditions clarified. Within the documentation available for review, 

there is no indication that there has been prior unsuccessful return to work attempts, conflicting 

medical reporting, or injuries that would require detailed exploration. In the absence of clarity 

regarding those issues, the currently requested functional capacity evaluation is not medically 

necessary. 

 

Topical compound cream: Upheld 

 

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

Topical Analgesics.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s): 

111-113 of 127.   

 

Decision rationale:  Regarding request for a topical compound, the requested topical compound 

is a combination of gabapentin, cyclobenzaprine, and ultram. Chronic Pain Medical Treatment 

Guidelines state that any compounded product that contains at least one drug or drug class that is 

not recommended, is not recommended. Regarding the use of topical nonsteroidal anti-

inflammatory, guidelines state that the efficacy in clinical trials for this treatment modality has 

been inconsistent and most studies are small and of short duration. Topical NSAIDs have been 

shown in meta-analysis to be superior to placebo during the 1st 2 weeks of treatment 

osteoarthritis, but either not afterwards, or with the diminishing effect over another two-week 

period. Regarding use of capsaicin, guidelines state that it is recommended only as an option for 

patients who did not respond to or are intolerant to other treatments. Regarding the use of topical 

lidocaine, guidelines the state that it is recommended for localized peripheral pain after there is 

evidence of a trial of first-line therapy. Within the documentation available for review, the 

ingredients of the topical compound have not been identified. In the absence of clarity regarding 

this issue, the currently requested topical compound is not medically necessary. 

 

 


