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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: California 
Certification(s)/Specialty: Physical Medicine & Rehabilitation, Pain Management 

 

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 60 year old female with an industrial injury dated 03-08-2012.  The 
injured worker's diagnoses include impingement syndrome with bicipital tendinitis and labral 
tear, acromioclavicular joint (AC) not being very involved, weight loss, depression, sexual 
dysfunction, gastroesophageal reflux disease, stress and anxiety. Treatment consisted of 
diagnostic studies, prescribed medications, left shoulder surgery, physical therapy, ice therapy 
and periodic follow up visits. In the progress note dated 02-20-2014, the injured worker reported 
left shoulder pain.  Objective findings revealed pain and tenderness along the trapezius and 
shoulder girdle with muscle spasms along the trapezius and tenderness along the rotator cuff and 
bicep tendon. The treatment plan consisted of medication management. The treating physician 
prescribed services for Protonix 20mg, QTY: 60, with 2, Tramadol 150mg, QTY: 60, with 2 
refills, Naproxen 550mg, QTY: 60, with 2 refills, Remeron 15mg, QTY: 30, with 2 refills, 
Norflex 100mg, QTY: 60, with 2 refills, LidoPro lotion, with 2 refills and Terocin patches, QTY: 
30, with 2, now under review. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

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

Protonix 20mg, QTY: 60, with 2 refills: Upheld 



Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment 
2009. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Formulary. 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 

 

 

Section(s): NSAIDs, GI symptoms & cardiovascular risk.  Decision based on Non-MTUS 
Citation Official Disability Guidelines (ODG), Pain Chapter, Proton Pump Inhibitors (PPIs). 

 
Decision rationale: Regarding the request for pantoprazole (Protonix), California MTUS states 
that proton pump inhibitors are appropriate for the treatment of dyspepsia secondary to NSAID 
therapy or for patients at risk for gastrointestinal events with NSAID use. Additionally, ODG 
recommends Nexium, Protonix, Dexilant, and AcipHex for use as 2nd line agents, after failure of 
omeprazole or lansoprazole. Within the documentation available for review, there is no 
indication that the patient has complaints of dyspepsia secondary to NSAID use, a risk for 
gastrointestinal events with NSAID use, or another indication for this medication. Furthermore, 
there is no indication that the patient has failed first-line agents prior to initiating treatment with 
pantoprazole (a 2nd line proton pump inhibitor). In the absence of clarity regarding those issues, 
the currently requested pantoprazole is not medically necessary. 

 
Tramadol 150mg, QTY: 60, with 2 refills: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment 
2009. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 
Section(s): Opioids (Classification), Opioids, California Controlled Substance Utilization 
Review and Evaluation System (CURES) [DWC], Opioids, criteria for use, Opioids for chronic 
pain, Opioids for neuropathic pain, Opioids for osteoarthritis, Opioids, cancer pain vs. 
nonmalignant pain, Opioids, dealing with misuse & addiction, Opioids, differentiation: 
dependence & addiction, Opioids, dosing, Opioids, indicators for addiction, Opioids, long-term 
assessment. 

 
Decision rationale: Regarding the request for Ultram (tramadol), California Pain Medical 
Treatment Guidelines state that this is an opiate pain medication. Due to high abuse potential, 
close follow-up is recommended with documentation of analgesic effect, objective functional 
improvement, side effects, and discussion regarding any aberrant use. Guidelines go on to 
recommend discontinuing opioids if there is no documentation of improved function and pain. 
Within the documentation available for review, there is no indication that the medication is 
improving the patient's function or pain (in terms of specific examples of functional 
improvement and percent reduction in pain or reduced NRS), no documentation regarding side 
effects, and no discussion regarding aberrant use. As such, there is no clear indication for 
ongoing use of the medication. Opioids should not be abruptly discontinued, but unfortunately, 
there is no provision to modify the current request to allow tapering. In light of the above issues, 
the currently requested Ultram (tramadol) is not medically necessary. 

 
Naproxen 550mg, QTY: 60, with 2 refills: Upheld 



Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment 
2009. 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 

 

 

Section(s): NSAIDs (non-steroidal anti-inflammatory drugs), NSAIDs, GI symptoms & 
cardiovascular risk, NSAIDs, hypertension and renal function, NSAIDs, specific drug list & 
adverse effects. 

 
Decision rationale: Regarding the request for Naproxen, Chronic Pain Medical Treatment 
Guidelines state that NSAIDs are recommended at the lowest dose for the shortest period in 
patients with moderate to severe pain. Within the documentation available for review, there is no 
indication that Naproxen is providing any specific analgesic benefits (in terms of percent pain 
reduction, or reduction in numeric rating scale), or any objective functional improvement. In the 
absence of such documentation, the currently requested Naproxen is not medically necessary. 

 
 
Remeron 15mg, QTY:  30, with 2 refills: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment 
2009. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 
Section(s): Antidepressants for chronic pain. 

 
Decision rationale: Regarding the request for Remeron, guidelines state that antidepressants are 
recommended as a 1st line option for neuropathic pain and as a possibility for non-neuropathic 
pain. Guidelines go on to recommend a trial of at least 4 weeks. Assessment of treatment 
efficacy should include not only pain outcomes, but also an evaluation of function, changes in 
use of other analgesic medication, sleep quality and duration, and psychological assessment. 
Within the documentation available for review, there is no identification that the Remeron 
provides any specific analgesic effect (in terms of reduced numeric rating scale or percent 
reduction in pain), or provides any objective functional improvement, reduction in opiate 
medication use, or improvement in psychological well-being. Additionally, if the Remeron is 
being prescribed to treat depression, there is no documentation of depression, and no objective 
findings, which would support such a diagnosis (such as a mini mental status exam, or even 
depressed mood). In the absence of clarity regarding those issues, the currently requested 
Remeron is not medically necessary. 

 
Norflex 100mg, QTY: 60, with 2 refills: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment 
2009. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Treatment 
in Workers Compensation (TWC), Pain Procedure Summary, last updated 06/10/2014. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 
Section(s): Muscle relaxants (for pain). 



Decision rationale: Regarding the request for orphenadrine (Norflex), Chronic Pain Medical 
 

 

Treatment Guidelines support the use of non-sedating muscle relaxants to be used with caution 
as a 2nd line option for the short-term treatment of acute exacerbations of pain. Guidelines go on 
to state that orphenadrine specifically is recommended for a short course of therapy. Within the 
documentation available for review, there is no identification of a specific analgesic benefit or 
objective functional improvement as a result of the orphenadrine. Additionally, it does not 
appear that this medication is being prescribed for the short-term treatment of an acute 
exacerbation, as recommended by guidelines. Finally, there is no documentation of failure of 
first-line treatment options, as recommended by guidelines. In the absence of such 
documentation, the currently requested orphenadrine (Norflex) is not medically necessary. 

 
LidoPro lotion, with 2 refills: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment 
2009. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 
Section(s): Topical Analgesics.  Decision based on Non-MTUS Citation X Other Medical 
Treatment Guideline or Medical Evidence: 
http://dailymed.nlm.nih.gov/dailymed/lookup.cfm?setid=ef3f3597-94b9-4865-b805- 
a84b224a207e. 

 
Decision rationale: Regarding request for LidoPro, LidoPro contains Capsaicin 0.0325%, 
Lidocaine 4.5%, Menthol 10%, and Methyl Salicylate 27.5%. Chronic Pain Medical Treatment 
Guidelines state that any compounded product that contains at least one drug or drug class that is 
not recommended, is not recommended. Regarding use of capsaicin, guidelines state that it is 
recommended only as an option for patients who did not respond to or are intolerant to other 
treatments. Regarding the use of topical lidocaine, Chronic Pain Medical Treatment Guidelines 
recommend the use of topical lidocaine for localized peripheral pain after there has been 
evidence of a trial of the 1st line therapy such as tri-cyclic antidepressants, SNRIs, or 
antiepileptic drugs. Guidelines go on to state that no commercially approved topical formulations 
of lidocaine cream, lotion, or gel are indicated for neuropathic pain. Within the documentation 
available for review, there is no indication that the patient has failed first-line therapy 
recommendations. Furthermore, guidelines do not support the use of topical lidocaine 
preparations, which are not in patch form. In addition, there is no indication that the patient has 
been intolerant to or did not respond to other treatments prior to the initiation of capsaicin 
therapy.  In the absence of clarity regarding those issues, the currently requested LidoPro is not 
medically necessary. 

 
Terocin patches, QTY: 30, with 2 refills: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment 
2009. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 
Section(s): Topical Analgesics. 

http://dailymed.nlm.nih.gov/dailymed/lookup.cfm?setid=ef3f3597-94b9-4865-b805-
http://dailymed.nlm.nih.gov/dailymed/lookup.cfm?setid=ef3f3597-94b9-4865-b805-


 

 

 

Decision rationale: Regarding the request for Terocin, Terocin is a combination of methyl 
salicylate, menthol, lidocaine and capsaicin. Chronic Pain Medical Treatment Guidelines state 
that any compounded product that contains at least one drug or drug class that is not 
recommended, is not recommended. Regarding the use of topical non-steroidal anti- 
inflammatory, guidelines state that the efficacy in clinical trials for this treatment modality has 
been inconsistent and most studies are small and of short duration. Topical NSAIDs have been 
shown in meta-analysis to be superior to placebo during the 1st 2 weeks of treatment 
osteoarthritis, but either not afterwards, or with the diminishing effect over another two-week 
period. Regarding use of capsaicin, guidelines state that it is recommended only as an option for 
patients who did not respond to or are intolerant to other treatments. Regarding the use of topical 
lidocaine, guidelines the state that it is recommended for localized peripheral pain after there is 
evidence of a trial of first-line therapy. Within the documentation available for review, there is 
no indication that the patient is unable to tolerate oral NSAIDs. Oral NSAIDs have significantly 
more guideline support compared with topical NSAIDs. Additionally, there is no indication that 
the topical NSAID is going to be used for short duration. Additionally, there is no documentation 
of localized peripheral pain with evidence of failure of first-line therapy as recommended by 
guidelines prior to the initiation of topical lidocaine. Finally, there is no indication that the 
patient has been intolerant to or did not respond to other treatments prior to the initiation of 
capsaicin therapy. In the absence of clarity regarding those issues, the currently requested 
Terocin is not medically necessary. 
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