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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, Massachusetts 

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: 

 

The injured worker is a 57 year old male who sustained an industrial injury on September 25, 

2013. He has reported injury to the right shoulder, right wrist, and right hand and has been 

diagnosed with right wrist fracture, status post open reduction and internal fixation. Treatment 

has included medications, surgery, chiropractic care, and occupational medicine. There was no 

tenderness noted over the lateral or medial epicondyles. Resisted wrist extension did not elicit 

tenderness over the lateral epicondyle. The lateral pivot shift test did not reproduce instability. 

No olecranon bursitis was noted. There was no atrophy or tenderness noted in the thenar, 

hypothenar, and intrinsic hand musculatures. The radial pulses were present and equal 

bilaterally. There was no spasm and tenderness over the cervical paravertebral musculature, 

upper trapezium, interscapular area, cervical spinous process, or occiput. There was no 

tenderness noted at the anterior deltoid, supraspinatus insertion, biceps tendon, or the 

acromioclavicular joint. The treatment request included Tramadol. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Tramadol HCL capsule 150mg ER days supply; 30 Qty 30:  Upheld 

 

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

Opioids Page(s): 80.   



 

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

Criteria for use Page(s): 76-96.   

 

Decision rationale: CA MTUS guidelines require that criteria for continued long-term use of 

opioids require ongoing review and documentation of pain relief, functional status improvement, 

appropriate use, screening of side effects and risk for abuse, diversion and dependence. From my 

review of the provided medical records there is lacking a description of quantifiable 

improvement with ongoing long-term use of long acting opioids such as the prescribed 

medication. There is no documentation of change in VAS score and no noted improvement in 

objective physical exam findings or functional capacity. Consequently continued use of long 

acting opioids is not supported by the medical records and guidelines as being medically 

necessary.

 


