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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: New York
Certification(s)/Specialty: Anesthesiology

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 25 year old female injured worker suffered an industrial injury on 12-9-2006. The diagnoses
included right shoulder hand syndrome and chronic pain syndrome. The treatment included
medications and stellate ganglion block. On 6-26-2015, the treating provider reported she had
seen a pain management consultant previously and received a stellate ganglion block with
marked improvement and requested a re-evaluation. She reported right shoulder pain rated 6 out
of 10 relieved by medications. On exam, there was reduced range of motion to the right shoulder
with diminished grip strength. The injured worker had returned to modified work. The requested
treatments included Acetaminophen-codeine, Cyclobenzaprine, Naproxen, and pain management
consultation.

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

Acetaminophen-codeine (Tylenol #3) 300/30 mg, thirty count: 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 for chronic pain.



Decision rationale: According to the California MTUS Guidelines, Tylenol with Codeine or
Tylenol #3 is a short-acting opioid analgesic. It is recommended as an option for mild to
moderate pain. Codeine is a schedule C-11 controlled substance, but codeine with
acetaminophen is a C-11I controlled substance. It is similar to morphine. 60 mg of codeine is
similar in potency to 600 mg of acetaminophen. It is widely used as a cough suppressant. The
treatment of chronic pain with any opioid analgesic requires review and documentation of pain
relief, functional status, appropriate medication use, and side effects. The CA MTUS Guidelines
define functional improvement as “a clinically significant improvement in activities of daily
living or a reduction in work restrictions as measured during the history and physical exam,
performed and documented as part of the evaluation and management and a reduction in the
dependency on continued medical treatment.” In this case, the medical records submitted for
review do not include the above recommended documentation. There is no documentation of
the medication's pain relief effectiveness, functional status, or response to ongoing opioid
analgesic therapy. In addition, the request does not include dosing frequency or duration.
Therefore, the request for this medication is not medically necessary.

Cyclobenzaprine (Flexeril) 5 mg, thirty count: 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): Muscle relaxants (for pain).

Decision rationale: According to the reviewed literature, Cyclobenzaprine (Flexeril) is a
skeletal muscle relaxant and a central nervous system (CNS) depressant. It is closely related to
the tricyclic antidepressants. According to CA MTUS Guidelines, muscle relaxants are not
considered any more effective than non-steroidal anti-inflammatory medications alone. The
medication has its greatest effect in the first four days of treatment. It is not recommended for
the long-term treatment of chronic pain. In this case, there is no documentation of functional
improvement from any previous use of this medication. Based on the currently available
information, the medical necessity for this muscle relaxant medication has not been established.
The requested treatment is not medically necessary.

Naproxen (Naprosyn) 500 mg, fifty count with three 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).

Decision rationale: Naproxen (Aleve or Naprosyn) is a non-steroidal anti-inflammatory drug
(NSAID). Oral NSAIDs are recommended for the treatment of chronic pain and control of
inflammation as a second-line therapy after acetaminophen. The ODG states that NSAIDs are
recommended for acute pain, osteoarthritis, acute low back pain (LBP) and acute exacerbations
of chronic pain, and short-term pain relief in chronic LBP. There is no evidence of long-term
effectiveness for pain or function. There is inconsistent evidence for the use of NSAIDs to treat
long-term neuropathic pain. Guidelines recommended that the lowest effective dose be used for
the shortest duration of time consistent with treatment goals. In this case, the patient had prior
use of NSAIDs without any documentation of significant improvement. There was no



documentation of subjective or objective benefit from use of this medication. Medical necessity
of the requested medication has not been established. The request for Naproxen is not medically
necessary.

One pain management consultation: Upheld

Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation Chronic Pain Disorder Medical Treatment
Guidelines, State of Colorado Department of Labor and Employment (Chronic Pain Disorder
Chapter, Therapeutic Procedures, Non-Operative Section), 4/27/2007, page 56.

MAXIMUS guideline: Decision based on MTUS General Approaches 2004, Section(s): Initial
Approaches to Treatment.

Decision rationale: According to the CA MTUS/ACOEM, a consultation is indicated to aid in
the diagnosis, prognosis, and therapeutic management, determination of medical stability, and
permanent residual loss and/or, the injured worker's fitness to return to work. In this case, there
is no specific rationale identifying the medical necessity of the requested Pain Management
consultation for the lumbar spine. There is no evidence of radiculopathy or peripheral nerve
entrapment. There is also no documentation that diagnostic and therapeutic management have
been exhausted within the present treating provider's scope of practice. Medical necessity for the
requested service has not been established. The requested service is not medically necessary.



