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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 

Certification(s)/Specialty: Anesthesiology 

 

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 47-year-old female, who sustained an industrial injury on 07/31/2014. 

She has reported injury to the neck, bilateral hands/wrists, and bilateral shoulders. The diagnoses 

have included cervical strain; bilateral carpal tunnel syndrome; and bilateral rotator cuff 

syndrome; rule out rotator cuff tear. Treatment to date has included medications, diagnostics, and 

physical therapy.  Medications have included Naproxen. A progress note from the treating 

physician, dated 03/04/2015, documented a follow-up visit with the injured worker. Currently, 

the injured worker complains of continuous neck pain radiating to both arms, hand level, and to 

the right side of her face; cracking and stiffness; bilateral shoulder pain radiating from both 

hands; pain both hands radiating to both elbows and both shoulders; numbness, tingling, and 

weakness in the palm of both hands and all fingers; and pain is rated at 7/10 on the visual analog 

scale. Objective findings have included tenderness and to palpation of the suboccipital region 

and trapezius bilaterally; positive cervical compression test; positive right shoulder depression 

test; and positive Neer's and Hawkin's impingement tests on the right shoulder. The treatment 

plan has included the request for Urine Toxicology Screen; Tramadol 50 mg quantity 90; Kera-

Tek gel; and EMG (electromyography)/ NCV (nerve conduction velocity) studies of the bilateral 

upper extremities. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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



 

Urine Toxicology Screen: Upheld 

 

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

Opioids; steps to avoid misuse Page(s): 78.   

 

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

Drug Screen Page(s): 43.   

 

Decision rationale: According to CA MTUS (2009), a urine drug screen is recommended as an 

option to assess for the use or the presence of illegal drugs.  According to ODG, urine drug 

testing (UDT) is a recommended tool to monitor compliance with prescribed substances, identify 

use of undisclosed substances, and uncover diversion of prescribed substances.  In this case, 

there is no clear documentation of on-going opioid treatment.  In addition, Tramadol was not 

found to be medically necessary.  Medical necessity for the requested medication has not been 

established.  Therefore, the requested urine drug screenings are not medically necessary. 

 

Tramadol 50 mg Qty 90: Upheld 

 

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

Opioids Page(s): 79-80, 81.  Decision based on Non-MTUS Citation Official Disability 

Guidelines: Pain chapter. 

 

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

Page(s): 91-97.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Opioids. 

 

Decision rationale: According to the California MTUS, Tramadol (Ultram) is a synthetic opioid, 

which affects the central nervous system and is indicated for the treatment of moderate to severe 

pain.  Per CA MTUS Guidelines, certain criteria need to be followed, including an ongoing 

review and documentation of pain relief and functional status, appropriate medication use, and 

side effects.  Pain assessment should include current pain: last reported pain over the period since 

last assessment; average pain; intensity of pain after taking the opioid, and the duration of pain 

relief.  According to the medical records, there has been no documentation of the medication's 

analgesic effectiveness or functional improvement, and no clear documentation that the patient 

has responded to ongoing opioid therapy. Medical necessity of the requested medication has not 

been established. Of note, discontinuation of an opioid analgesic requires a taper to avoid 

withdrawal symptoms.  The requested medication is not medically necessary. 

 

Kera-Tek gel (unspecified dosage/qty): Upheld 

 

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

Topical Analgesics Page(s): 111.  Decision based on Non-MTUS Citation URL 

(http://dialymed.nlm.nim.gov.dailymed.drugInfo.cfm?setid). 

 



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

analgesics.   

 

Decision rationale: According to the California MTUS Guidelines (2009), topical analgesics are 

primarily recommended for neuropathic pain when trials of antidepressants and anticonvulsants 

have failed.  These agents are applied topically to painful areas with advantages that include lack 

of systemic side effects, absence of drug interactions, and no need to titrate.  Many agents are 

compounded as monotherapy or in combination for pain control including, for example, 

NSAIDs, opioids, capsaicin, muscle relaxants, local anesthetics or antidepressants.  Guidelines 

indicate that any compounded product that contains at least 1 non-recommended drug (or drug 

class) is not recommended for use.  Keratek contains menthol and methyl salicylate.  The patient 

has nociceptive pain rather than neuropathic pain and there is no documentation of inability to 

use an oral agent.   Medical necessity for the requested topical analgesic has not been 

established.  The requested topical gel is not medically necessary. 

 

EMG (electromyography)/ NCV (nerve conduction velocity) studies of Bilateral Upper 

Extremities: Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 10 Elbow 

Disorders (Revised 2007) Page(s): 238, table 10-6.  Decision based on Non-MTUS Citation 

Official Disability Guidelines: Neck & Upper Back chapter. 

 

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

Page(s): 177-179.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Nerve Conduction Velocity Testing. 

 

Decision rationale:  The request for diagnostic test EMG/NCV for bilateral upper extremities is 

not medically necessary.  The California MTUS/ACOEM Guidelines state that 

electromyography and nerve conduction velocities, including H-reflex tests, may help identify 

subtle, focal neurologic dysfunction in patients with neck or arm problems, or both, lasting more 

than 3 to 4 weeks.  The ODG further states that nerve conduction studies are recommended if the 

EMG is not clearly radiculopathy or clearly negative, or to differentiate radiculopathy from other 

neuropathies or non-neuropathic processes if other diagnoses may be likely based on the clinical 

exam.  There is minimal justification for performing repeat nerve conduction studies when a 

patient is already presumed to have symptoms based on radiculopathy. There is no 

documentation of an interval injury or progressive neurologic findings to substantiate the 

medical necessity of a repeat study.  Medical necessity for the requested item has not been 

established, as guideline criteria have not been met.  The requested item is not medically 

necessary. 

 


