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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 Anesthesiology, has a subspecialty in Pain Medicine and is 

licensed to practice in Massachusetts. 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: 

 

According to the documents available for review, the patient is a 48 year old male who was 

injured on 2/5/2012. The mechanism of injury is not noted in the available records. He sustained 

an injury to his left shoulder resulting in moderate to severe pain in the shoulder described as, 

dull sharp, stabbing, throbbing, burning, stiffness, numbness, tingling and weakness. He carries 

numerous diagnoses including, left shoulder impingement syndrome, left shoulder sprain strain, 

left elbow sprain strain, left lateral epicondylitis, right elbow sprain strain right lateral 

epicondylitis, left carpal tunnel sprain strain, left carpal tunnel syndrome, left wrist sprain strain 

and right carpal tunnel syndrome. He is currently being treated with the multimodal pain 

medication regimen consisting of Hydrocodone, Ibuprofen, Omeprazole and Cartivisc.  The 

request for Ibuprofen, Omeprazole, and Cartivisc was requested and denied. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

IBUPROFEN 800MG #60 QTY: 1.00:  Upheld 

 

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

NSAIDS Page(s): 72.   

 

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

specific drug list & adverse effects Page(s): 70-73.   

 



Decision rationale: According to the California MTUS, regarding Ibuprofen (Motrin, Advil, 

generic available): Dosing: Osteoarthritis and off-label for ankylosing spondylitis: 1200 mg to 

3200 mg daily. Individual patients may show no better response to 3200 mg as 2400 mg, and 

sufficient clinical improvement should be observed to offset potential risk of treatment with the 

increased dose. Higher doses are generally recommended for rheumatoid arthritis: 400-800 mg 

PO 3-4 times a day, use the lowest effective dose. Higher doses are usually necessary for 

osteoarthritis. Doses should not exceed 3200 mg/day. Mild pain to moderate pain: 400 mg PO 

every 4-6 hours as needed. Doses greater than 400 mg have not provided greater relief of pain. 

According to the records available for review the patient does not meet any of the guidelines 

required for the use of this medication therefore, at this time, the requirements for treatment have 

not been met and medical necessity has not been established. 

 

RETRO OMEPRAZOLE 20 MG #60 QTY: 3.00:  Upheld 

 

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

NSAIDS, GI SYMPTOMS & CARDIOVASCULAR RISK Page(s): 68-69.   

 

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

Page(s): 68-69.   

 

Decision rationale: The California MTUS makes the following recommendations for the use of 

proton pump inhibitors. Clinicians should weight the indications for NSAIDs against both GI and 

cardiovascular risk factors. 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). Recent studies tend to show that H. Pylori does not act synergistically with NSAIDS 

to develop gastroduodenal lesions. Recommendations Patients with no risk factor and no 

cardiovascular disease: Non-selective NSAIDs OK (e.g, ibuprofen, naproxen, etc.) 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). Patients at high risk 

for gastrointestinal events with no cardiovascular disease: A Cox-2 selective agent plus a PPI if 

absolutely necessary. Patients at high risk of gastrointestinal events with cardiovascular disease: 

If GI risk is high the suggestion is for a low-dose Cox-2 plus low dose Aspirin (for 

cardioprotection) and a PPI. If cardiovascular risk is greater than GI risk the suggestion is 

Naproxyn plus low-dose aspirin plus a PPI. Cardiovascular disease: A non-pharmacological 

choice should be the first option in patients with cardiac risk factors. It is then suggested that 

acetaminophen or aspirin be used for short term needs. An opioid also remains a short-term 

alternative for analgesia. Major risk factors (recent MI, or coronary artery surgery, including 

recent stent placement): If NSAID therapy is necessary, the suggested treatment is Naproxyn 

plus low-dose aspirin plus a PPI. Mild to moderate risk factors: If long-term or high-dose therapy 

is required, full-dose naproxen (500 mg twice a day) appears to be the preferred choice of 

NSAID. If Naproxyn is ineffective, the suggested treatment is (1) the addition of aspirin to 

Naproxyn plus a PPI, or (2) a low-dose Cox-2 plus ASA.  According to the records available for 

review the patient does not meet any of the guidelines required for the use of this medication 



therefore, at this time, the requirements for treatment have not been met and medical necessity 

has not been established. 

 

RETRO CARTIVISC 500/200/150 MG #90 QTY: 1.00:  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 Chronic 

Pain, Glucosamine Page(s): 41-42.   

 

Decision rationale: According to the medical treatment utilization treatment guidelines 

regarding use of Glucosamine Sulphate, it is recommended as an option given its low risk, in 

patients with moderate arthritis pain, especially for knee osteoarthritis. Studies have 

demonstrated a highly significant efficacy for crystalline glucosamine sulphate (GS) on all 

outcomes, including joint space narrowing, pain, mobility, safety, and response to treatment, but 

similar studies are lacking for glucosamine hydrochloride (GH).  However, the MTUS 

specifically cautions that, results obtained with GS may not be extrapolated to other salts 

(hydrochloride) or formulations (OTC or food supplements) in which no warranty exists about 

content, pharmacokinetics and pharmacodynamics of the tablets.  Therefore because this is an 

altered formulation of the glucosamine sulphate product studied, the requirements for treatment 

have not been met and medical necessity has not been established. 

 


