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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: New York, Tennessee 

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 28-year-old female with an industrial injury dated 08/21/2014.  Her 

diagnoses included right carpal tunnel syndrome and right wrist sprain/strain.  Prior treatment 

included physical therapy and medications.  She presents on 03/19/2015 with complaints of neck 

pain, low back pain, right wrist pain and right hand pain.  Examination of the cervical spine 

revealed decreased and painful range of motion.  There was tenderness to palpation of the 

cervical paravertebral muscles.  There was tenderness to palpation of the lumbar spine.  Range of 

motion was decreased and painful.  Right wrist range of motion was decreased and painful.  

Treatment plan included chiropractic treatment, nerve testing of bilateral upper extremities, 

medications, follow up and urine drug screen. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Chiropractic treatments 2 times a week for 4 weeks:  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), 

Manipulation. 

 



MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Pain 

Interventions and Guidelines Page(s): 58.   

 

Decision rationale: Manual therapy and evaluation are 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. Recommended treatment parameters are as follows:  

Time to produce effect 4-6 treatments, frequency of 1-2 times per week with maximum duration 

of 8 weeks.  In this case, the patient had completed at least 8 visits of physical therapy.  There is 

no documentation of objective evidence of functional improvement.  In addition the requested 

number of 8 visits surpasses the number of six recommended for clinical trial to determine 

functional improvement.   The request is not medically necessary. 

 

Electromyograph (EMG)/nerve conduction velocity (NCV) of the bilateral lower 

extremities:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back 

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

EMG/NCV. 

 

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints 

Page(s): 303, 310.  Decision based on Non-MTUS Citation Official Disability Guidelines: Low 

back- Thoracic and Lumbar, Nerve Conduction Studies. 

 

Decision rationale: EMG's (electromyography) are recommended as an option (needle, not 

surface) to obtain unequivocal evidence of radiculopathy, after 1-month conservative therapy, 

but EMG's are not necessary if radiculopathy is already clinically obvious.  Electromyography 

(EMG), including H-reflex tests, may be useful to identify subtle, focal neurologic dysfunction in 

patients with low back symptoms lasting more than three or four weeks. Nerve conduction 

studies are not recommended. There is minimal justification for performing nerve conduction 

studies when a patient is presumed to have symptoms based on radiculopathy. This systematic 

review and meta-analysis demonstrate that neurological testing procedures have limited overall 

diagnostic accuracy in detecting disc herniation with suspected radiculopathy.  In the 

management of spine trauma with radicular symptoms, EMG/nerve conduction studies (NCS) 

often have low combined sensitivity and specificity in confirming root injury, and there is 

limited evidence to support the use of often uncomfortable and costly EMG/NCS.  In this case, 

there is no documentation of focal numbness or weakness in the bilateral lower extremities.  

EMG/NCS are not indicated.  The request is not medically necessary. 

 

Follow up for medication and urine drug screen:  Upheld 

 

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

MTUS.  Decision based on Non-MTUS Citation ACOEM Chapter 6, page 115. 



 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Pain 

Interventions and Guidelines Page(s): 78.  Decision based on Non-MTUS Citation Official 

Disability Guidelines: Pain, urine drug testing. 

 

Decision rationale: Chronic Pain Medical Treatment Guidelines state that urinary drug testing 

should be used if there are issues of abuse, addiction, or pain control in patients being treated 

with opioids.   ODG criteria for Urinary Drug testing are recommended for patients with chronic 

opioid use.  Patients at low risk for addiction/aberrant behavior should be tested within 6 months 

of initiation of therapy and yearly thereafter. Those patients with moderate risk for 

addiction/aberrant behavior should undergo testing 2-3 times/year.   Patients with high risk of 

addiction/aberrant behavior should be tested as often as once per month.   In this case, the patient 

is not taking opioid medication. Urine drug testing is not indicated.  The request is not medically 

necessary. 

 


