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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, Massachusetts 

Certification(s)/Specialty: Preventive Medicine, Occupational Medicine 

 

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 38 year old female, who sustained an industrial injury on 4/27/2013. 

The current diagnoses are cervicalgia, disorders of bursae and tendons in the shoulder region 

(unspecified), tendinitis of the wrist, and chronic pain syndrome. According to the progress 

report dated 5/5/2015, the injured worker complains of pain in the bilateral shoulders, left worse 

than right, left elbow, and left wrist. The pain is rated 5/10 with medications and 8/10 without. 

The current medications are Diclofenac, Tramadol, Omeprazole, Lidopro gel, and Gabapentin. 

UDS most recently from 3/11/15 was appropriate for tramadol. Treatment to date has included 

medication management, x-rays, MRI studies, physical therapy, electrodiagnostic testing, 

acupuncture, and steroid injections. According to most recent clinic note provided from 6/2/15 

the IW reports pain to bilateral shoulders, left greater than right, left elbow and left wrist. The 

pain is 8/10 without medications and 5/10 with medications. On physical exam, there is 

decreased cervical and shoulder range of motion. There is pain to palpation over the cervical 

paraspinal muscles. Diagnoses include cervicalgia, tendinitis, disorder of shoulder tendons and 

chronic pain syndrome. The treatment plan includes prescription refills for Tramadol, 

Omeprazole, Lidopro, and Gabapentin. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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



Tramadol (Ultram) 50mg #60: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 

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

for Use, opioids Page(s): 79-96. 

 

Decision rationale: CA MTUS guidelines require that criteria for continued long-term use of 

opioids require ongoing review and documentation of pain relief, functional status 

improvement, appropriate use, screening of side effects and risk for abuse, diversion and 

dependence. From my review of the provided medical records there is lacking a description of 

quantifiable improvement with ongoing long-term use of short acting opioids such as the 

prescribed medication. The clinic records provided do not indicate a noted improvement in 

objective physical exam findings or functional capacity. Consequently continued use of short 

acting opioids is not supported by the medical records and guidelines as being medically 

necessary. 

 

Omeprazole 20mg #60: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 

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

symptoms Page(s): 68. 

 

Decision rationale: According to the medical records reviewed and the cited guidelines, the 

above medication is not clinically necessary for the following reasons: there is no evidence of 

medication related gastritis documented in the clinic record and the patient is not at increased 

risk of gastritis as risk factors including advanced age, history of peptic ulcer, gastrointestinal 

bleeding or concurrent use of NSAID with steroids or anticoagulants are lacking. CA MTUS 

guidelines state that the use of a proton pump inhibitor should be limited to the recognized 

indications and not prescribed for prophylactic use if there are no risk factors documented. 

Additionally it is recommend that it be used at the lowest dose for the shortest possible amount 

of time. Considering lack of documented necessity, the medication does not appear to be 

clinically necessary at this time. 

 

Lidopro 2-3 times daily as needed 121ml x 2: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 

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

Patch Page(s): 56-57. 

 

Decision rationale: According to MTUS guidelines: "Lidoderm is the brand name for a 

lidocaine patch produced by . Topical lidocaine may be recommended for 



localized peripheral pain after there has been evidence of a trial of first-line therapy (tri-cyclic or 

SNRI anti-depressants or an AED such as gabapentin or Lyrica). This is not a first-line treatment 

and is only FDA approved for post-herpetic neuralgia. Further research is needed to recommend 

this treatment for chronic neuropathic pain disorders other than post-herpetic neuralgia." From 

my review of the records, there is no mention of the patient reporting having neuropathic pain, 

consequently Lidocaine patch is not clinically indicated at this time. 

 

Gabapentin 600mg #90: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Antiepilepsy drugs (AEDs) Page(s): 16-17. 

 

Decision rationale: Gabapentin (Neurontin, Gabarone, generic available) has been shown to be 

effective for treatment of diabetic painful neuropathy and postherpetic neuralgia and has been 

considered as a first-line treatment for neuropathic pain. (Backonja, 2002) (ICSI, 2007) 

(Knotkova, 2007) (Eisenberg, 2007) (Attal, 2006) This RCT concluded that gabapentin 

monotherapy appears to be efficacious for the treatment of pain and sleep interference associated 

with diabetic peripheral neuropathy and exhibits positive effects on mood and quality of life. 

Recommended for neuropathic pain (pain due to nerve damage. (Gilron, 2006) (Wolfe, 2004) 

(Washington, 2005) (ICSI, 2005) (Wiffen-Cochrane, 2005) (Attal, 2006) (Wiffen-Cochrane, 

2007) (Gilron, 2007) (ICSI, 2007) (Finnerup, 2007) Considering that the IW does not have a 

diagnosis of any of the indicated diagnoses, there is no reported history of neuropathic pain, the 

requested prescription of gabapentin is not supported. 




