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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 Pain
Medicine and is licensed to practice in New York and Texas. 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 injured worker is a 46 year old male who had work related injuries on 06/25/12. On
06/25/12 during the course of his employment while lifting his work equipment out of a
manhole he experienced sharp low back pain with a lot of pressure. He stopped to rest, but when
he pulled into the yard he was not able to get out of his truck. He was treated with physical
therapy, acupuncture medication. He was placed off work for one week. Eventually MRI of the
low back was obtained. He was told he had two disc herniations which would require surgery.
He was also encouraged to undergo conservative care and underwent two epidural steroid
injections. The first injection was helpful, however the second caused him more pain and
treatment was discontinued. He underwent surgery in 2012 following surgery he had aqua
therapy and physical therapy. On physical examination range of motion was restricted. Straight
leg raise was positive bilaterally, but not described. Sensation and motor examination were
intact. Examination of the feet noted bilateral plantar aspects had tenderness to palpation. He
was prescribed Medrox ointment, Ketoprofen, omeprazole, Norco, lidocaine patch, and Ambien.
Diagnosis was radiculopathy and plantar fasciitis. Current request was for Medrox pain relief
ointment times two refills. Ketoprofen 75mg #30 times two refills. Omeprazole DR 20mg #30
refill times two. Orphenadrine ER 100mg #60 #2 refills. Hydrocodone 10/325 #60 with two
refills. Lidocaine 5% patch and Ambien 10mg #30. There was no clinical documentation of
VAS scores with and without medication or functional improvement. There was no clinical
documentation that the patient had GI problems or was at risk for developing them.

IMR ISSUES, DECISIONS AND RATIONALES




The Final Determination was based on decisions for the disputed items/services set forth below:
Medrox pain relief ointment x 2 refill: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Topical NSAIDs (non-steroidal anti-inflammatory drugs).

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Salicylate
topicals Page(s): 105.

Decision rationale: As noted on page 105 of the Chronic Pain Medical Treatment Guidelines,
the safety and efficacy of compounded medications has not been established through rigorous
clinical trials. Topical analgesics are primarily recommended for neuropathic pain when trials of
antidepressants and anticonvulsants have failed. There is no indication in the documentation that
these types of medications have been trialed and/or failed. This compound is noted to contain
capsaicin, menthol, and methyl salicylate. There is no indication in the documentation that the
patient cannot utilize the readily available over-the-counter version of this medication without
benefit. As such, the request for this compound cannot be recommended as medically necessary.

Ketoprofen 75 mg #30 x 2 refill: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
NSAIDs (non-steroidal anti-inflammatory drugs).

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 9792.20,
NSAIDs, specific drug list & adverse effects Page(s): 70.

Decision rationale: As noted on page 70 of the Chronic Pain Medical Treatment Guidelines,
NSAIDs are recommended as a second-line treatment after acetaminophen for acute
exacerbations of chronic pain. In general, there is conflicting evidence that NSAIDs are more
effective than acetaminophen for acute lower back pain. Package inserts for NSAIDs
recommend periodic lab monitoring of a CBC and chemistry profile (including liver and renal
function tests). There is no documentation that these monitoring recommendations have been
performed and the patient is being monitored on a routine basis. Additionally, it is generally
recommended that the lowest effective dose be used for all NSAIDs for the shortest duration of
time. As such, the request for this medication cannot be established as medically necessary.

Omeprazole DR 20 mg #30 refill x 2: Upheld

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

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines - online version Integrated
Treatment/Disability Duration Guidelines Pain (Chronic)



Decision rationale: As noted in the Official Disability Guidelines - Online version, Pain
Chapter, proton pump inhibitors are indicated for patients at intermediate and high risk for
gastrointestinal events with concurrent use of non-steroidal anti-inflammatory drug use. Risk
factors for gastrointestinal events include age > 65 years; history of peptic ulcer, Gl bleeding or
perforation; concurrent use of ASA, corticosteroids, and/or an anticoagulant; or high
dose/multiple NSAID (e.g., NSAID + low-dose ASA). There is no indication that the patient is
at risk for gastrointestinal events requiring the use of proton pump inhibitors. Furthermore, long-
term PPl use (> 1 year) has been shown to increase the risk of hip fracture. As such, the request
for this medication cannot be established as medically necessary.

Orphenadrine ER 100 mg #60 x 2 refills: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Muscle relaxants for pain.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 9792.20,
Muscle relaxants (for pain) Page(s): 63.

Decision rationale: As noted on page 63 of the Chronic Pain Medical Treatment Guidelines,
muscle relaxants are recommended as a second-line option for short-term (less than two weeks)
treatment of acute low back pain and for short-term treatment of acute exacerbations in patients
with chronic low back pain. Studies have shown that the efficacy appears to diminish over time,
and prolonged use of some medications in this class may lead to dependence. Based on the
clinical documentation, the patient has exceeded the 2-4 week window for acute management
also indicating a lack of efficacy if being utilized for chronic flare-ups. As such, the medical
necessity of this medication cannot be established at this time.

Hydrocodone APAP 10/325 mg #60 x 2 refills: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Criteria
for Use of Opioids Page(s): 77.

Decision rationale: As noted on page 77 of the Chronic Pain Medical Treatment Guidelines,
patients must demonstrate functional improvement in addition to appropriate documentation of
ongoing pain relief to warrant the continued use of narcotic medications. There is no clear
documentation regarding the functional benefits or any substantial functional improvement
obtained with the continued use of narcotic medications. There are no documented VAS pain
scores for this patient with or without medications.  In addition, no recent opioid risk
assessments regarding possible dependence or diversion were available for review. As the
clinical documentation provided for review does not support an appropriate evaluation for the
continued use of narcotics as well as establish the efficacy of narcotics, the medical necessity of
this medication cannot be established at this time.



Lidocaine 5% patches 700 mg/patch: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 9792.20,
Lidoderm (lidocaine patch) Page(s): 56.

Decision rationale: As noted on page 56 of the Chronic Pain Medical Treatment Guidelines, the
safety and efficacy of compounded medications has not been established through rigorous
clinical trials. Lidoderm is recommended for a trial if there is evidence of localized pain that is
consistent with a neuropathic etiology. There should be evidence of a trial of first-line
neuropathy medications (tri-cyclic or SNRI anti-depressants or an AED such as gabapentin or
Lyrica). Lidoderm is not generally recommended for treatment of osteoarthritis or treatment of
myofascial pain/trigger points. Therefore this compound cannot be recommended as medically
necessary as it does not meet established and accepted medical guidelines.

Zolpidem tartrate tablets 10mg #30: Upheld

Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation ODG, Pain Chapter, Insomnia Treatment

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation ODG Treatment Integrated Treatment/Disability
Duration Guidelines Pain (Chronic) Zolpidem (AmbienA®)

Decision rationale: As noted in the Pain (Chronic) of the Official Disability Guidelines (ODG)
- online version, Ambien is approved for the short-term (usually two to six weeks) treatment of
insomnia. Pain specialists rarely, if ever, recommend it for long-term use. Ambien can be habit-
forming, and may impair function and memory more than opioid pain relievers. There is also
concern that it may increase pain and depression over the long-term. The patient has been
utilizing this medication on a long-term basis, exceeding the recommended 2-6 week window of
use. As such, the request for Ambien 10 mg #30 cannot be recommended as medically
necessary.
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