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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: District of Columbia, Virginia
Certification(s)/Specialty: Internal 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 23 year old male, who sustained an industrial injury on October 24,
2014. The injured worker had reported posterior scalp pain, left shoulder pain and right flank
pain. The diagnoses have included post-concussion syndrome, contusion of the face, neck and
scalp, cervical sprain/strain of the neck, lumbar sprain/strain and shoulder pain and strain.
Treatment to date has included medications, radiological studies, transcutaneous electrical nerve
stimulation unit trial and physical therapy. Current documentation dated February 4, 2015 notes
that the injured worker reported left neck pain and left shoulder pain. The injured worker denied
right flank pain. Physical examination of the cervical spine revealed tenderness to palpation
over the paraspinal muscles and a full range of motion. Spurling's maneuver was negative
bilaterally. Lumbar spine examination was unremarkable. Examination of the bilateral
shoulders revealed full range of motion, normal strength and negative shoulder testing. The
treating physician's plan of care included a request for physical therapy to the left shoulder and
lumbar spine, Omeprazole and Cyclobenzaprine.

IMR ISSUES, DECISIONS AND RATIONALES

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

Physical therapy 9 sessions for left shoulder and lumbar spine: Upheld




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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 9792
Page(s): 98-99.

Decision rationale: Per MTUS: Physical Medicine, Recommended as indicated below. Passive
therapy (those treatment modalities that do not require energy expenditure on the part of the
patient) can provide short term relief during the early phases of pain treatment and are directed at
controlling symptoms such as pain, inflammation and swelling and to improve the rate of healing
soft tissue injuries. They can be used sparingly with active therapies to help control swelling,
pain and inflammation during the rehabilitation process. Active therapy is based on the
philosophy that therapeutic exercise and/or activity are beneficial for restoring flexibility,
strength, endurance, function, range of motion, and can alleviate discomfort. Active therapy
requires an internal effort by the individual to complete a specific exercise or task. This form of
therapy may require supervision from a therapist or medical provider such as verbal, visual
and/or tactile instruction(s). Patients are instructed and expected to continue active therapies at
home as an extension of the treatment process in order to maintain improvement levels. Home
exercise can include exercise with or without mechanical assistance or resistance and functional
activities with assistive devices. (Colorado, 2002) (Airaksinen, 2006) Patient-specific hand
therapy is very important in reducing swelling, decreasing pain, and improving range of motion
in CRPS. (Li, 2005) The use of active treatment modalities (e.g., exercise, education, activity
modification) instead of passive treatments is associated with substantially better clinical
outcomes. In a large case series of patients with low back pain treated by physical therapists,
those adhering to guidelines for active rather than passive treatments incurred fewer treatment
visits, cost less, and had less pain and less disability. The overall success rates were 64.7%
among those adhering to the active treatment recommendations versus 36.5% for passive
treatment. (Fritz, 2007) Physical Medicine Guidelines: Allow for fading of treatment frequency
(from up to 3 visits per week to 1 or less), plus active self-directed home Physical Medicine.
Myalgia and myositis, unspecified (ICD9 729.1): 9-10 visits over 8 weeks. Neuralgia, neuritis,
and radiculitis, unspecified (ICD9 729.2) 8-10 visits over 4 weeks. Reflex sympathetic dystrophy
(CRPS) (ICD9 337.2): 24 visits over 16 week. Per review of clinical documentation, the patient
had resolution of symptoms and further indications for ongoing PT sessions are not indicated.
The request is not medically necessary.

Omeprazole 20mg #60 prescribed 02/04/15: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
non-steroidal anti-inflammatory drugs (NSAIDs). Decision based on Non-MTUS Citation
Official Disability Guidelines (ODG) Pain Chapter.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 9792
Page(s): 68.

Decision rationale: Per MTUS: NSAIDs, GI symptoms & cardiovascular risk, Recommend with
precautions as indicated below: 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 ananticoagulant; or (4) high dose/multiple NSAID (e.g.,
NSAID + low-dose ASA). Recent studies tend to show that H. Pylori does not act synergistically
with NSAIDS to develop gastroduodenal lesions. Recommendations: Patients with no risk factor
and no cardiovascular disease: Non-selective NSAIDs OK (e.g., ibuprofen, naproxen, etc.).
Patients at intermediate risk for gastrointestinal events and no cardiovascular disease: (1) A non-
selective NSAID with either a PPI (Proton Pump Inhibitor, for example, 20 mg omeprazole
daily) or misoprostol (200g four times daily) or (2) a Cox-2 selective agent. Long-term PP use
(> 1 year) has been shown to increase the risk of hip fracture (adjusted odds ratio 1.44). Patients
at high risk for gastrointestinal events with no cardiovascular disease: A Cox-2 selective agent
plus a PPI if absolutely necessary. This patient has no issues with reflux or gastritis. This
medication would not be indicated. The request is not medically necessary.

Cyclobenzaprine 7.5mg #30 prescribed 02/04/15: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 9792
Page(s): 41-42, 64.

Decision rationale: Per MTUS: Cyclobenzaprine (Flexeril), Recommended as an option, using a
short course of therapy. See Medications for chronic pain for other preferred options. Cyclo-
benzaprine (Flexeril) is more effective than placebo in the management of back pain; the effect is
modest and comes at the price of greater adverse effects. The effect is greatest in the first 4 days
of treatment, suggesting that shorter courses may be better. (Browning, 2001) Treatment should
be brief. There is also a post-op use. The addition of cyclobenzaprine to other agents is not
recommended. (Clinical Pharmacology, 2008) Cyclobenzaprine-treated patients with
fibromyalgia were 3 times as likely to report overall improvement and to report moderate
reductions in individual symptoms, particularly sleep. (Tofferi, 2004) Note: Cyclobenzaprine is
closely related to the tricyclic antidepressants, e.g., amitriptyline. See Antidepressants. Cyclo-
benzaprine is associated with a number needed to treat of 3 at 2 weeks for symptom
improvement in LBP and is associated with drowsiness and dizziness. (Kinkade, 2007) Cyclo-
benzaprine is a skeletal muscle relaxant and a central nervous system (CNS) depressant that is
marketed as Flexeril by . Cyclobenzaprine (Flexeril, Amrix,
Fexmid, generic available): Recommended for a short course of therapy. Limited, mixed-
evidence does not allow for a recommendation for chronic use. Cyclobenzaprine is a skeletal
muscle relaxant and a central nervous system depressant with similar effects to tricyclic
antidepressants (e.g. amitriptyline). Cyclobenzaprine is more effective than placebo in the
management of back pain, although the effect is modest and comes at the price of adverse
effects. It has a central mechanism of action, but it is not effective in treating spasticity from
cerebral palsy or spinal cord disease. Cyclobenzaprine is associated with a number needed to
treat of 3 at 2 weeks for symptom improvement. The greatest effect appears to be in the first 4
days of treatment. (Browning, 2001) (Kinkade, 2007) (Toth, 2004) See Cyclobenzaprine.
Cyclobenzaprine has been shown to produce a modest benefit in treatment of fibromyalgia.




Cyclobenzaprine-treated patients with fibromyalgia were 3 times more likely to report overall
improvement and to report moderate reductions in individual symptoms (particularly sleep). A
meta-analysis concluded that the number needed to treat for patients with fibromyalgia was 4.8.
(ICSI, 2007) (Tofferi, 2004) Side Effects: Include anticholinergic effects (drowsiness, urinary
retention and dry mouth). Sedative effects may limit use. Headache has been noted. This
medication should be avoided in patients with arrhythmias, heart block, heart failure and recent
myocardial infarction. Side effects limit use in the elderly. (See, 2008) (Toth, 2004) Dosing: 5
mg three times a day. Can be increased to 10 mg three times a day. This medication is not
recommended to be used for longer than 2-3 weeks. (See, 2008) The patient appears to have had
a resolution of pain issues. This medication would be recommended for short term usage. The
duration for which this patient could be on this medication has been exceeded. Further usage
would not be medically necessary.
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