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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 Family Practice, and is licensed to practice in Florida. 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 47-year old female who sustained work related injury on 11/25/2011. The
mechanism of injury was described as the patient having worked a 16-hour shift, during which
time she was on her feet, and noticing a left lower extremity throbbing pain at some point during
this shift. She has been given the following diagnoses: Left foot plantar fasciitis, complex
regional pain syndrome, Reflex sympathetic dystrophy, Neuralgia, lumbar back pain, and major
depressive disorder, generalized anxiety disorder, insomnia related to generalized anxiety
disorder, chronic pain and stress related physiologic response affecting her general medical
condition, and headaches. Prior treatment has included medications, left lumbar transforaminal
nerve block, physical therapy, and psychiatric evaluation. A 4/14/2014 physical exam note
documents moderate tenderness in the low back with guarding; left plantar fascia tenderness and
left heal tenderness. She is noted to be temporarily totally disabled on multiple documents
provided. A utilization review physician did not certify requests to continue the following
medications: Prilosec, Fioricet, Tramadol, Restorin, and Diclofenac. Therefore, an independent
medical review was requested to determine the medical necessity of these medications.

IMR ISSUES, DECISIONS AND RATIONALES
The Final Determination was based on decisions for the disputed items/services set forth below:

Prilosec 20mg #60: Upheld

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




MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines NSAIDs,
Gl Symptoms & Cardiovascular Risk Page(s): 68-69.

Decision rationale: In accordance with California MTUS guidelines, PPI's (Proton Pump
Inhibitors) can be utilized if the patient is concomitantly on NSAIDS and if the patient has
gastrointestinal risk factors. Whether the patient has cardiovascular risk factors that would
contraindicate certain NSAID use should also be considered. The guidelines state, "Recommend
with precautions as indicated. Clinicians should weight the indications for NSAIDs against both
Gl and cardiovascular risk factors. Determine if the patient is at risk for gastrointestinal events:
(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 (e.g., NSAID +
low-dose ASA)." This patient does not have any gastrointestinal or cardiovascular risk factors.
Likewise, this request for Prilosec is not medically necessary.

Floricet 50/325mg #40: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Barbiturate Containing Analgesics Page(s): 27.

Decision rationale: California MTUS guidelines state regarding barbiturate containing
analgesics such as Fioricet, "Not recommended for chronic pain. The potential for drug
dependence is high and no evidence exists to show a clinically important enhancement of
analgesic efficacy of BCAs due to the barbiturate constituents. (McLean, 2000) There is a risk of
medication overuse as well as rebound headache." Likewise, this request for Fioricet is not
medically necessary.

Diclofenac 100mg #60: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines NSAIDS
Page(s): 64, 102-105, 66.

Decision rationale: In accordance with California MTUS guidelines, NSAIDS are
recommended as an option for short-term symptomatic relief. These guidelines state, "A
Cochrane review of the literature on drug relief for low back pain (LBP) suggested that NSAIDs
were no more effective than other drugs such as acetaminophen, narcotic analgesics, and muscle
relaxants. The review also found that NSAIDs had more adverse effects than placebo and
acetaminophen but fewer effects than muscle relaxants and narcotic analgesics." The MTUS
guidelines do not recommend chronic use of NSAIDS due to the potential for adverse side
effects. Likewise, this request for Diclofenac is not medically necessary.



Tramadol 37.5/325 Q 4-6hr prn: 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): 110-115.

Decision rationale: In accordance with California MTUS guidelines, narcotics for chronic pain
management should be continued if "(a) if the patient has returned to work, (b) if the patient has
improved functioning and pain.” MTUS guidelines also recommend that narcotic medications
only be prescribed for chronic pain when there is evidence of a pain management contract being
upheld with proof of frequent urine drug screens. Regarding this patient's case, there is no
objective evidence presented of improved functioning. Therefore, this request for Tramadol is
not considered medically necessary.

Restorin 3mg/100mg #30: Upheld

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

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), 2014, Sleep Aids.

Decision rationale: The California MTUS guidelines are silent regarding the issue of sleep aids.
Therefore, the ODG was referenced. The ODG specifically states regarding sleep aids that they
are not recommended for long-term use. There has also not been any documented objective
evidence of benefit with this requested medication. Therefore, this request for Restorin is not
medically necessary.



