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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, Indiana, Oregon 

Certification(s)/Specialty: Orthopedic Surgery 

 

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 45 year old male, who sustained an industrial injury on 12-2-2013. He 

reported injuries to the neck, right shoulder, and right wrist-hand from repetitive lifting activity. 

Diagnoses include cervical disc herniation, multilevel cervical stenosis with myelopathy, right 

upper extremity radiculopathy, severe degenerative changes of right shoulder joint, and right 

carpal tunnel syndrome and bilateral cubital tunnel syndrome per EMG nerve conduction study 

from 1-8-15. Treatments to date include activity modification, anti-inflammatory, NSAID, 

muscle relaxant, opioid, physical therapy, and cortisone joint injections. Currently, he 

complained of increased pain, weakness, burning, prickling sensations and numbness in the 

right hand. There was a cortisone injection to the right wrist provided on 6-16-15, not to provide 

short term relief. He reported dropping items. On 8-6-15, the physical examination documented 

positive Durkan's and Phalen's test in the right hand. There was tenderness with palpation over 

the flexor tendons and with range of motion. The plan of care included right carpal tunnel 

surgical repair and associated services. The appeal requested authorization for decompression 

arterial palmar arch right hand, neurolysis median nerve tenolysis of flexor tendon right wrist 

and hand, fasciotomy distal antebrachial fascia right wrist exploration with epineurolysis of 

median nerve, pre-operative medical clearance including Chest X-ray, PFT, PT, PTT, Chem 12, 

urinalysis, and thyroid studies, IFC unit and supplies for indefinite use, home exercise kit, wrist 

brace, smart glove, twelve post-operative physical therapy sessions, twelve acupuncture 

treatments, and prescriptions for Norco 5-325mg #60, Celebrex 200mg #60, Tramadol 50mg 

#120, and transportation to the surgery center. The Utilization Review dated 8-19-15, modified 



the Norco prescription to allow #20 tablets and four physical therapy sessions, and denied the 

remaining requests indicating "medical necessity is not demonstrated" per California MTUS 

Guidelines and ODG Guidelines. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Decompression arterial palmar arch right hand: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) carpal tunnel. 

 

Decision rationale: CA MTUS/ACOEM \do not specifically address neurolysis. According to 

ODG, Carpal Tunnel syndrome, Carpal Tunnel Release Surgery, Adjunctive procedures: The 

2008 AAOS CTS clinical treatment guidelines concluded that surgeons not routinely use the 

following procedures when performing carpal tunnel release: Skin nerve preservation; & 

Epineurotomy. The following procedures had no recommendation for or against their use: Flexor 

retinaculum lengthening; internal neurolysis; Tenosynovectomy; & Ulnar bursa preservation. 

Therefore, neurolysis and tenosynovectomy is not recommended and the combined request by 

the treating physician is not medically necessary. 

 

Neurolysis Median nerve Tenoylysis of Flexor Tendon Right Wrist and Hand: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) carpal tunnel. 

 

Decision rationale: CA MTUS/ACOEM \do not specifically address neurolysis. According to 

ODG, Carpal Tunnel syndrome, Carpal Tunnel Release Surgery, Adjunctive procedures: The 

2008 AAOS CTS clinical treatment guidelines concluded that surgeons not routinely use the 

following procedures when performing carpal tunnel release: Skin nerve preservation; & 

Epineurotomy. The following procedures had no recommendation for or against their use: Flexor 

retinaculum lengthening; internal neurolysis; Tenosynovectomy; & Ulnar bursa preservation. 

Therefore, neurolysis and tenosynovectomy is not recommended and the combined request by 

the treating physician is not medically necessary. 

 

Fasciotomy distal antebrachial fascia right wrist exploration with epineurolysis median 

nerve: Upheld 
 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 



 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) carpal tunnel. 

 

Decision rationale: CA MTUS/ACOEM \do not specifically address neurolysis. According to 

ODG, Carpal Tunnel syndrome, Carpal Tunnel Release Surgery, Adjunctive procedures: The 

2008 AAOS CTS clinical treatment guidelines concluded that surgeons not routinely use the 

following procedures when performing carpal tunnel release: Skin nerve preservation; & 

Epineurotomy. The following procedures had no recommendation for or against their use: Flexor 

retinaculum lengthening; internal neurolysis; Tenosynovectomy; & Ulnar bursa preservation. 

Therefore, neurolysis and tenosynovectomy is not recommended and the combined request by 

the treating physician is not medically necessary. 

 
Associated Service: Durable Medical Equipment (DME) - Interferential Current (IFC) unit 

and supplies (indefinite use): 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): Electrical stimulators (E-stim). 

 

Decision rationale: CA MTUS Chronic Pain Medical Treatment Guidelines, Galvanic 

Stimulation, page 117 and Interferential Current Stimulation, page 118, provide the following 

discussion regarding the forms of electrical stimulation contained in the SurgStim 4: Galvanic 

stimulation is not recommended by the guidelines for any indication. In addition interferential 

current stimulation is not recommended as an isolated intervention. Therefore the IFC unit is not 

recommended by the applicable guidelines and is therefore not medically necessary. 

 

Associated Service: Durable Medical Equipment (DME)- Home exercise kit: Overturned 

 

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

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) shoulder and knee. 

 

Decision rationale: CAMTUS/ACOEM is silent on the use of home exercise kits. ODG 

shoulder and knee are referenced. These kits are recommended as they are a low cost way of 

significantly improving clinical outcomes. This review presumes that a surgery is planned and 

will proceed. There is no medical necessity for this request if the surgery does not occur. If the 

surgery is approved, the request for the home exercise kits is medically necessary. 

 

Associated Service: Durable Medical Equipment (DME)- Deep Vein Thrombosis (DVT) 

compression pump and stockings (days) quantity 30: Upheld 



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

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines- knee and leg. 

 

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

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

knee. 

Decision rationale: CA MTUS/ACOEM is silent on the issue of continuous flow cryotherapy 

or deep vein thrombosis prophylaxis for wrist surgery. ODG, Forearm, Wrist and Hand is silent 

on the issue of DVT prophylaxis, according to the ODG, knee and leg section, venous 

thrombosis, recommend identifying subjects who are at a high risk of developing venous 

thrombosis and providing prophylactic measures such as consideration for anticoagulation 

therapy. In this case, the exam notes do not justify objective evidence to support a need for 

DVT prophylaxis. Therefore, the request is not medically necessary and appropriate. 

 

Associated Service: Durable Medical Equipment (DME)- Wrist brace: Upheld 

 

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

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines. 

 

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

Decision based on Non-MTUS Citation Bury et al Prospective, Randomized Trial of Splinting 

after Carpal Tunnel Release Annals of Plastic Surgery July 1995 Volume 35, Issue 1. 

 

Decision rationale: CA MTUS/ACOEM are silent on the issue of post-operative splinting after 

carpal tunnel release. ODG is silent as well. Referenced is Bury et al Prospective, Randomized 

Trial of Splinting after Carpal Tunnel Release. Annals of Plastic Surgery July 1995 Volume 35, 

Issue 1. In this study, there was no benefit of splinting compared to bulky dressing. Therefore, 

the request is not medically necessary. 

 

Associated Service: Durable Medical Equipment (DME)- Smart glove: Upheld 

 

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

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 

Section(s): Electrical stimulators (E-stim). 

 

Decision rationale: Regarding the Interferential Current Stimulation (ICS), the California 

MTUS Chronic Pain Medical Treatment Guidelines, Interferential Current Stimulation, pages 

118-119 state, not recommended as an isolated intervention. There is no quality evidence of 

effectiveness except in conjunction with recommended treatments, including return to work, 

exercise and medications, and limited evidence of improvement on those recommended 

treatments alone. The randomized trials that have evaluated the effectiveness of this treatment 

have included studies for back pain, jaw pain, soft tissue shoulder pain, cervical neck pain and 

post-operative knee pain. The findings from these trials were either negative or non-interpretable 

for recommendation due to poor study design and/or methodologic issues. The request is for 



DME for a stimulator unit, which while recommended as an option, is most appropriately used at 

physical therapy. Based on this the request is not medically necessary 

 

Associated Service: Acupuncture quantity 12: Upheld 

 

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

 

MAXIMUS guideline: Decision based on MTUS Acupuncture Treatment 2007. 

 

Decision rationale: Per the MTUS Acupuncture Medical Treatment Guidelines, pages 

8&9Frequency and duration of acupuncture or acupuncture with electrical stimulation maybe 

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 as defined in Section 

9792.20(ef).The guidelines specifically report 3-6 treatments initially. As the request is for 12 

visits the request is not medically necessary. 

 

Tramadol 50 mg (post-op) quantity 60: 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): Opioids for chronic pain. 

 

Decision rationale: Per the CA MTUS Chronic Pain Medical Treatment Guidelines pages 93- 

94, Tramadol is a synthetic opioid affecting the central nervous system. Tramadol is indicated 

for moderate to severe pain. Tramadol is considered a second line agent when first line agents 

such as NSAIDs fail. There is insufficient evidence in the records of failure of primary over the 

counter non-steroids or moderate to severe pain to warrant Tramadol. Further opioids have been 

approved for acute post operative pain. Therefore use of Tramadol is not medically necessary. 

 

Associated Service: Transportation to surgery center: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 

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

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

 

Decision rationale: CA MTUS/ACOEM is silent on the issue of transportation. According to 

the ODG, Knee and Leg Chapter, Transportation is recommended for patients with disabilities 

preventing them from self-transport. In this case the exam notes does not demonstrate evidence 

of functional impairment precluding self-transportation. Therefore, the determination is not 

medically necessary. 



Celebrex 200mg quantity 60: 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. 

 

Decision rationale: CA MTUS/Chronic Pain Medical Treatment Guidelines, page 70 states that 

Celecoxib (Celebrex) is for use with patients with signs and symptoms of osteoarthritis, 

rheumatoid arthritis and ankylosing spondylitis. ODG pain is referenced. Celebrex has not been 

shown to be more effective than other NSAIDs, but has a significant increased cost. Based on 

this the request for this brand name drug is not medically necessary. 

 

Tramadol 50 mg quantity 120: 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): Opioids for chronic pain. 

 

Decision rationale: Per the CA MTUS Chronic Pain Medical Treatment Guidelines pages 93- 

94, Tramadol is a synthetic opioid affecting the central nervous system. Tramadol is indicated 

for moderate to severe pain. Tramadol is considered a second line agent when first line agents 

such as NSAIDs fail. There is insufficient evidence in the records of failure of primary over the 

counter non-steroids or moderate to severe pain to warrant Tramadol. Therefore use of Tramadol 

is not medically necessary. 

 

Associated Service: Chest X-ray: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) low back. 

 

Decision rationale: CA MTUS/ACOEM is silent on the issue of preoperative clearance and 

testing. ODG, Low back, Preoperative testing general, is utilized. This chapter states that 

preoperative testing is guided by the patient's clinical history, comorbidities and physical 

examination findings. ODG states, these investigations can be helpful to stratify risk, direct 

anesthetic choices, and guide postoperative management, but often are obtained because of 

protocol rather than medical necessity. The decision to order preoperative tests should be guided 

by the patient's clinical history, comorbidities and physical examination findings. Patients with 

signs or symptoms of active cardiovascular disease should be evaluated with appropriate testing, 

regardless of their preoperative status. Preoperative ECG in patients without known risk factor 



for coronary artery disease, regardless of age, may not be necessary. CBC is recommended for 

surgeries with large anticipated blood loss. Creatinine is recommended for patient with renal 

failure. Electrocardiography is recommended for patients undergoing high risk surgery and 

those undergoing intermediate risk surgery who have additional risk factors. Patients 

undergoing low risk surgery do not require electrocardiography. Based on the information 

provided for review, there is no indication of any of these clinical scenarios present in this case. 

In this case the patient is healthy without comorbidities or physical examination findings 

concerning to warrant preoperative testing prior to the proposed surgical procedure. Therefore, 

the request is not medically necessary. 

 

Additional Pre- Operative - Pulmonary Function Lab: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) low back. 

 

Decision rationale: CA MTUS/ACOEM is silent on the issue of preoperative clearance and 

testing. ODG, Low back, Preoperative testing general, is utilized. This chapter states that 

preoperative testing is guided by the patient's clinical history, comorbidities and physical 

examination findings. ODG states, these investigations can be helpful to stratify risk, direct 

anesthetic choices, and guide postoperative management, but often are obtained because of 

protocol rather than medical necessity. The decision to order preoperative tests should be 

guided by the patient's clinical history, comorbidities and physical examination findings. 

Patients with signs or symptoms of active cardiovascular disease should be evaluated with 

appropriate testing, regardless of their preoperative status. Preoperative ECG in patients without 

known risk factor for coronary artery disease, regardless of age, may not be necessary. CBC is 

recommended for surgeries with large anticipated blood loss. Creatinine is recommended for 

patient with renal failure. Electrocardiography is recommended for patients undergoing high 

risk surgery and those undergoing intermediate risk surgery who have additional risk factors. 

Patients undergoing low risk surgery do not require electrocardiography. Based on the 

information provided for review, there is no indication of any of these clinical scenarios present 

in this case. In this case the patient is healthy without comorbidities or physical examination 

findings concerning to warrant preoperative testing prior to the proposed surgical procedure. 

Therefore, the request is not medically necessary. 


