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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. The expert 

reviewer is Board Certified in Physical Medicine and Rehabilitation, has a subspecialty in 

Interventional Spine and is licensed to practice in California. 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/services. He/she is familiar with governing laws and regulations, 

including the strength of evidence hierarchy that applies to Independent Medical Review 

determinations. 
 
 

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 patient is a 57 year-old female who was injured on 1/18/11. She has been diagnosed with 

bilateral de Quervain's tenosynovitis; bilateral CTS; s/p left CTR 7/1/13, s/p right CTR 9/8/12; 

bilateral shoulder impingement; and cervical strain. According to the 10/9/13 physiatric report 

from , the patient presents with neck and upper extremity symptoms. She was 

approved for an orthopedic consult for the right shoulder, and sees  for postoperative 

care for the left wrist.  refills the current medications including Ketoprofen, 

Omeprazole, Orphenadrine ER, Norco, and Medrox ointment. On 10/25/13 UR recommended 

denial for the medications. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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

 
ORPHENADRINE ER 100 MG #60: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

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

Relaxant Section and Pain Outcome Section Page(s): 63-66, 8-9. 



Decision rationale: The patient presents with neck and upper extremity symptoms. She has been 

diagnosed with bilateral de Quervain's tenosynovitis; bilateral CTS; s/p left CTR 7/1/13, s/p right 

CTR 9/8/12; bilateral shoulder impingement; and cervical strain. The California MTUS on page 

9 states, "All therapies are focused on the goal of functional restoration rather than merely the 

elimination of pain and assessment of treatment efficacy is accomplished by reporting functional 

improvement." The California MTUS on page 8 states: "When prescribing controlled substances 

for pain, satisfactory response to treatment may be indicated by the patient's decreased pain, 

increased level of function, or improved quality of life." There is no reporting on efficacy of the 

medications, the documentation does not support a satisfactory response. There is no mention of 

improved pain, or improved function or improved quality of life with the use of Orphenadrine 

ER.  The guidelines do not recommend continuing treatment if there is not a satisfactory 

response. The request is not medically necessary or appropriate. 

 
KETOPROFEN 75 MG #30: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

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

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

Inflammatory Section and Pain Outcomes Section Page(s): 22, 8-9. 

 
Decision rationale: The patient presents with neck and upper extremity symptoms. She has been 

diagnosed with bilateral de Quervain's tenosynovitis; bilateral CTS; s/p left CTR 7/1/13, s/p right 

CTR 9/8/12; bilateral shoulder impingement; and cervical strain. The California MTUS on page 

9 states, "All therapies are focused on the goal of functional restoration rather than merely the 

elimination of pain and assessment of treatment efficacy is accomplished by reporting functional 

improvement". The California MTUS on page 8 states: "When prescribing controlled substances 

for pain, satisfactory response to treatment may be indicated by the patient's decreased pain, 

increased level of function, or improved quality of life." There is no reporting on efficacy of the 

medications, the documentation does not support a satisfactory response. There is no mention of 

improved pain, or improved function or improved quality of life with the use of Ketoprofen. The 

guidelines do not recommend continuing treatment if there is not a satisfactory response. The 

request is not medically necessary or appropriate. 

 
OMEPRAZOLE DR 20 MG #30: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

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

the FDA. 

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

GI Symptoms & Cardiovascular Risk Section Page(s): 68-69. 

 
Decision rationale: The patient presents with neck and upper extremity symptoms. She has been 

diagnosed with bilateral de Quervain's tenosynovitis; bilateral CTS; s/p left CTR 7/1/13, s/p right 

CTR 9/8/12; bilateral shoulder impingement; and cervical strain. There was no mention of 



dyspepsia from use of NSAIDs. The patient was not reported to have GERD or GERD 

symptoms. The reporting does not document any current indications for use of Omeprazole, and 

there are no apparent risk factors for GI events, that would allow use of a PPI on a prophylactic 

basis. The request is not in accordance with MTUS guidelines and not medically necessary or 

appropriate. 

 
NORCO 5/325 MG #60: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

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

Section and Pain Outcomes Section Page(s): 76-80, 8-9. 

 
Decision rationale: The patient presents with neck and upper extremity symptoms. She has 

been diagnosed with bilateral de Quervain's tenosynovitis; bilateral CTS; s/p left CTR 7/1/13, s/p 

right CTR 9/8/12; bilateral shoulder impingement; and cervical strain. The California MTUS on 

page 9 states, "All therapies are focused on the goal of functional restoration rather than merely 

the elimination of pain and assessment of treatment efficacy is accomplished by reporting 

functional improvement". The California MTUS on page 8 states: "When prescribing controlled 

substances for pain, satisfactory response to treatment may be indicated by the patient's 

decreased pain, increased level of function, or improved quality of life." There is no reporting on 

efficacy of the medications, the documentation does not support a satisfactory response. There is 

no mention of improved pain, or improved function or improved quality of life with the use of 

Norco.  The guidelines do not recommend continuing treatment if there is not a satisfactory 

response. The request is found to be not medically necessary or appropriate. 

 
MEDROX PAIN RELIEF OINTMENT: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

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

Analgesics Section Page(s): 111-113. 

 
Decision rationale: The patient presents with neck and upper extremity symptoms. She has 

been diagnosed with bilateral de Quervain's tenosynovitis; bilateral CTS; s/p left CTR 7/1/13, s/p 

right CTR 9/8/12; bilateral shoulder impingement; and cervical strain. The California MTUS 

guidelines for topical analgesics states "Primarily recommended for neuropathic pain when trials 

of antidepressants and anticonvulsants have failed. " and "Any compounded product that 

contains at least one drug (or drug class) that is not recommended is not recommended." the 

compound also contains Capsaicin 0.0375%, and MTUS for capsaicin states" There have been 

no studies of a 0.0375% formulation of capsaicin and there is no current indication that this 

increase over a 0.025% formulation would provide any further efficacy. " The medical records 

from 1/16/13 through 12/11/13 do not show that the patient has tried and failed antidepressants 

and anticonvulsants and MTUS does not appear to support the use of 0.0375% Capsaicin, 



therefore the whole compounded topical Medrox is not supported. The request is not in 

accordance with MTUS guidelines and thus, not medically necessary. 




