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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, has a subspecialty in Occupational 

Medicine, and is licensed to practice in Arizona. 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 54 year old female with a date of injury of 9/12/2002. The injured 

worker is being treated for chronic low back pain. She is status post lumbar fusion, status post 

spinal cord stimulator implantation.  She has had epidural steroid injections, her medications 

have included amitiza, Celebrex, hydrocodone, Lidoderm, OxyContin, and savella. She has also 

had physical therapy which was said to have helped significantly in the past. On her office visit 

dated 11/13/2014, she reports low back pain that radiates into her lower extremities with 

weakness and numbness, her pain is 10/10 without medications and 7/10 with medications. 

Physical exam revealed tenderness to the paraspinal region at L2, more along the rhomboids, 

there was pain with active range of motion. Her ankle and knee reflexes were hyperactive 

bilaterally, sensation was intact bilaterally. The request is for ketorolac 10 mg #9 and 

cyclobenzaprine 10mg # 30. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Ketorolac 10mg, #9:  Upheld 

 

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

NSAIDs, specific drug list and adverse effects, NSAIDs, GI symptom.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines NSAID's, 

specific drug list and adverse effects; ketorolac Page(s): 72.   



 

Decision rationale: Per MTUS, Ketorolac is not indicated for minor or chronic painful 

conditions. A review of the injured workers medical records does not reveal a condition that 

would warrant the use of Ketorolac. Therefore, this medication is not medically necessary. 

 

Cyclobenzaprine 10mg, #30 with 1 refill:  Upheld 

 

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

Cyclobenzaprine (Flexeril, Amrix, Fexmid, generic available).   

 

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

relaxants for pain Page(s): 63-65.   

 

Decision rationale: The MTUS recommends non-sedating muscle relaxants with caution as a 

second line option for short term treatment of acute exacerbations in patients with chronic low 

back pain. Muscle relaxants may be effective in reducing pain and muscle tension, and in 

increasing mobility. However, in most low back pain cases they show no benefit beyond 

NSAIDs in pain and overall improvement. Also there is no additional benefit shown in 

combination with NSAIDs. Efficacy diminishes over time and long term use may lead to 

dependence. Cyclobenzaprine is an antispasmodic and is recommended for a short course of 

therapy. Limited, mixed evidence does not allow for a recommendation for chronic use. This 

medication is not recommended to be used for longer than 2-3 weeks. Based on this guideline, 

the request for Cyclobenzaprine 10mg #30 with 1 refill is not medically necessary. 

 

 

 

 


