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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 Occupational Medicine 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 60 year-old male with date of injury 07/10/1996. The medical document
associated with the request for authorization, a primary treating physician's progress report, dated
04/24/2014, lists subjective complaints as pain in the low back. The patient is status post lumbar
surgery (date not provided). Objective findings: Examination of the lumbar spine revealed
painful and tender hardware. Range of motion was limited in all ranges by pain and was stiff,
and achy. Straight leg raising test was positive bilaterally. Diminished sensation in the L5-S1
distribution in the lower extremities. Diagnosis: Status post lumbar spine surgery. The medical
records supplied for review document that the patient has been taking the following medication
for at least as far back as three months: 1. Condrolite 500/200/150mg, #90 SIG: 1 tab PO TID
PRN; 2. Prilosec 20mg, #60 SIG: 1 cap PO BID PRN; 3. Percocet 10/325mg, #120 SIG: 1 tab
PO 6-8H PRN; 4. Flurazepam 30mg, #30 SIG: 1 tab 8H PRN.

IMR ISSUES, DECISIONS AND RATIONALES

The Final Determination was based on decisions for the disputed items/services set forth below:
Condrolite 500/200/150mg quantity 90 1 tab PO TID PRN for joint pain J8499: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Glucosamine (and Chondroitin Sulfate) Page(s): 50.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s):
50.




Decision rationale: According to the MTUS, glucosamine is recommended as an option given
its low risk, in patients with moderate arthritis pain, especially for knee osteoarthritis. Condrolite
is a compounded mixture of glucosamine, chondroitin, and MSM. Neither the MTUS nor the
ODG support chondroitin. Condrolite 500/200/150mg quantity 90 1 tab PO TID PRN for joint
pain is not medically necessary.

Prilosec 20mg quantity 60 1 cap PO BID PRN J8499: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
NSAIDs, Gl symptoms and cardiovascular risk Page(s): 68-69.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s):
68.

Decision rationale: According to the Chronic Pain Medical Treatment Guidelines, prior to
starting the patient on a proton pump inhibitor, physicians are asked to evaluate the patient and to
determine if the patient is at risk for gastrointestinal events. Criteria used are: (1) age > 65 years;
(2) history of peptic ulcer, Gl bleeding or perforation; (3) concurrent use of ASA,

corticosteroids, and/or an anticoagulant; or (4) high dose/multiple NSAID. There is no
documentation that the patient has any of the risk factors needed to recommend the proton pump
inhibitor omeprazole. Prilosec 20mg quantity 60 1 cap PO BID PRN is not medically necessary.

Percocet 10-325mg quantity 120 1 tab PO every 6 to 8 hours PRN J8499: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Oxycodone/acetaminophen (Percocet: generic available) Opioids,.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s):
74-94.

Decision rationale: The Chronic Pain Medical Treatment Guidelines state that continued or
long-term use of opioids should be based on documented pain relief and functional improvement
or improved quality of life. Despite the long-term use of narcotics, the patient has reported very
little functional improvement over the course of the last 3 months. Percocet 10-325mg quantity
120 1 tab PO every 6 to 8 hours PRN is not medically necessary.

Flurazepam 30mg quantity 30 1 tab every 8 hours PRN J8499: Upheld

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence
for its decision.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s):
24,



Decision rationale: The MTUS states that benzodiazepines are not recommended for long-term
use because long-term efficacy is unproven and there is a risk of dependence. Most guidelines
limit use to 4 weeks. Their range of action includes sedative/hypnotic, anxiolytic, anticonvulsant,
and muscle relaxant. Chronic benzodiazepines are the treatment of choice in very few conditions.
Tolerance to hypnotic effects develops rapidly. Tolerance to anxiolytic effects occurs within
months and long-term use may actually increase anxiety. The patient has been taking
flurazepam for much longer than the 4 weeks suggested by the MTUS. Flurazepam 30mg
quantity 30 1 tab every 8 hours PRN is not medically necessary.



