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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: Indiana 

Certification(s)/Specialty: Preventive Medicine, Occupational 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: 

 
This is a 53 year old female with a May 19, 2014 date of injury. A progress note dated May 26, 

2015 documents subjective complaints (lower back pain that radiates into the left buttock, calf, 

and foot; left leg gets tingling and numb more than the right side; neck pain radiating to the left 

shoulder and upper arm with numbness and tingling sensation in the fingertips; headaches 

because of the neck pain; frustration and depression), objective findings (decreased sensation in 

the top of the left foot at the L5 dermatome to light touch; decreased reflexes in all extremities; 

gait is slow and antalgic because of lower back pain; cannot tandem walk; palpation of the 

paracervical muscles showed muscle spasm or tightness and tenderness greater on the left than 

the right; decreased range of motion of the cervical spine; positive Spurling's sign on the left; 

palpation of the paralumbar muscles showed muscle spasm or tightness and tenderness of 

moderate degree left greater than right; decreased range of motion of the lumbar spine; straight 

leg raise positive on the left; palpation of the parathoracic muscles showed minimal tenderness 

over the left interscapular musculature; palpation of the left shoulder showed tenderness of the 

acromioclavicular region and upper deltoid region; positive impingement sign of the left 

shoulder; decreased range of motion of the left shoulder), and current diagnoses (left cervical 

radiculopathy; left shoulder strain with impingement, rule out rotator cuff tear; left lumbar 

radiculopathy; left thoracic strain on the interscapular musculature; secondary depression due 

to chronic pain; gastroesophageal reflux disease by history, aggravated due to current use of 

pain medication). Treatments to date have included imaging studies and medications. The 

treating physician documented a plan of care that included electromyogram/nerve conduction 

velocity studies of the bilateral lower extremities; magnetic resonance imaging of the left 

shoulder, Naproxen Sodium, Soma, and Omeprazole. 



 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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

 
EMG/NCV bilateral lower extremities: Upheld 

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

Complaints Page(s): 309. Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG), Low Back, Lumbar and Thoracic Chapter, EMG's (electromyography); Nerve 

conduction studies (NCS). 

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

Page(s): 303-309. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Pain, Electrodiagnostic testing (EMG/NCS). 

 
Decision rationale: ACOEM states "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". ODG states in the Low Back Chapter and Neck Chapter, 

"NCS is not recommended, but EMG is 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. Electrodiagnostic studies should 

be performed by appropriately trained Physical Medicine and Rehabilitation or Neurology 

physicians. See also Monofilament testing". The treating physician documents clinically obvious 

lumbar radiculopathy, so the request is not medically necessary. 

 
MRI of Left Shoulder: Upheld 

 
Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 9 Shoulder 

Complaints Page(s): 208. Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG), Magnetic resonance imaging (MRI). 

 
MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 9 Shoulder Complaints 

Page(s): 209-213. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Shoulder, Magnetic resonance imaging (MRI). 

 
Decision rationale: ACOEM states Primary criteria for ordering imaging studies are: 

Emergence of a red flag (e.g., indications of intra-abdominal or cardiac problems presenting as 

shoulder problems); Physiologic evidence of tissue insult or neurovascular dysfunction (e.g., 

cervical root problems presenting as shoulder pain, weakness from a massive rotator cuff tear, or 

the presence of edema, cyanosis or Reynaud's phenomenon); Failure to progress in a 

strengthening program intended to avoid surgery. Clarification of the anatomy prior to an 

invasive procedure (e.g., a full thickness rotator cuff tear not responding to conservative 

treatment) ODG states Indications for imaging Magnetic resonance imaging (MRI): Acute 

shoulder trauma, suspect rotator cuff tear/impingement; over age 40; normal plain radiographs- 



Subacute shoulder pain, suspect instability/labral tear; Repeat MRI is not routinely 

recommended, and should be reserved for a significant change in symptoms and/or findings 

suggestive of significant pathology. (Mays, 2008)The employee did not have any of the 

indications noted above, and so the request is not medically necessary. 

 
Naproxen Sodium 550mg twice daily as needed for pain (prescribed 05/26/15): Upheld 

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

NSAIDs (non-steroidal anti-inflammatory drugs); Naproxen. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

NSAIDs Page(s): 67-73. Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG) Pain (Chronic), Naproxen, NSAIDs (non-steroidal anti-inflammatory drugs). 

 
Decision rationale: MTUS specifies four recommendations regarding NSAID use: 1) 

Osteoarthritis (including knee and hip): Recommended at the lowest dose for the shortest period 

in patients with moderate to severe pain. 2) Back Pain - Acute exacerbations of chronic pain: 

Recommended as a second-line treatment after acetaminophen. In general, there is conflicting 

evidence that NSAIDs are more effective that acetaminophen for acute LBP. 3) Back Pain - 

Chronic low back pain: Recommended as an option for short-term symptomatic relief. A 

Cochrane review of the literature on drug relief for low back pain (LBP) suggested that NSAIDs 

were no more effective than other drugs such as acetaminophen, narcotic analgesics, and muscle 

relaxants. The review also found that NSAIDs had more adverse effects than placebo and 

acetaminophen but fewer effects than muscle relaxants and narcotic analgesics. 4) Neuropathic 

pain: There is inconsistent evidence for the use of these medications to treat long-term 

neuropathic pain, but they may be useful to treat breakthrough and mixed pain conditions such 

as osteoarthritis (and other nociceptive pain) in with neuropathic pain. The medical documents 

do not indicate that the patient is being treated for osteoarthritis. Additionally, the treating 

physician does not document failure of primary (Tylenol) treatment. Progress notes do not 

indicate how long the patient has been on naproxen, but the MTUS guidelines recommend 

against long-term use. Dysthesia pain is present, but as MTUS outlines, the evidence for NSAID 

use in neuropathic pain is inconsistent. Therefore, the request is not medically necessary. 

 
Soma 350mg #15 per month for muscle spasm (prescribed 05/26/15): Upheld 

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

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

(ODG), Pain Chapter, Carisoprodol (Soma). 

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

muscle relaxants Page(s): 29, 63-66. Decision based on Non-MTUS Citation Official Disability 

Guidelines (ODG) Chronic Pain, Soma (Carisoprodol). 

 
Decision rationale: MTUS states regarding Crisoprodol, "Not recommended. This medication 

is not indicated for long-term use. Carisoprodol is a commonly prescribed, centrally acting 

skeletal muscle relaxant whose primary active metabolite is meprobamate (a schedule-IV 



controlled substance). Carisoprodol is now scheduled in several states but not on a federal level. 

It has been suggested that the main effect is due to generalized sedation and treatment of 

anxiety. Abuse has been noted for sedative and relaxant effects. In regular abusers, the main 

concern is the accumulation of meprobamate. Carisoprodol abuse has also been noted in order to 

augment or alter effects of other drugs."ODG States that Soma is "Not recommended. This 

medication is FDA-approved for symptomatic relief of discomfort associated with acute pain in 

musculoskeletal conditions as an adjunct to rest and physical therapy (AHFS, 2008). This 

medication is not indicated for long-term use." The patient has been on the medication for 

several months. Guidelines do not recommend long-term usage of SOMA. Treating physician 

does not detail circumstances that would warrant extended usage. As such, the request is not 

medically necessary. 

 
Omeprazole one to two every day (prescribed 05/26/15): Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines NSAIDs, GI symptoms & cardiovascular risk. Decision based on Non-MTUS 

Citation Official Disability Guidelines (ODG), Pain Chapter, Proton pump inhibitors (PPIs). 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

NSAIDs; GI risk Page(s): 68-69. Decision based on Non-MTUS Citation Official Disability 

Guidelines (ODG) Pain (Chronic), NSAIDs, GI symptoms & cardiovascular risk. 

 
Decision rationale: MTUS states "Determine if the patient is at risk for gastrointestinal 

events:(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)." And "Patients at intermediate risk for gastrointestinal events and no 

cardiovascular disease: (1) A non-selective NSAID with either a PPI (Proton Pump Inhibitor, 

for example, 20 mg omeprazole daily) or misoprostol (200 g four times daily) or (2) a Cox-2 

selective agent.Long-term PPI use (> 1 year) has been shown to increase the risk of hip fracture 

(adjusted odds ratio 1.44)." The medical documents provided do not establish the patient has 

having documented GI bleeding/perforation/peptic ulcer or other GI risk factors as outlined in 

MTUS. Additionally, there is no evidence provided to indicate the patient suffers from 

dyspepsia because of the present medication regimen. As such, the request is not medically 

necessary. 


