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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
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:

This 70 year old female sustained an industrial injury on 12-02-02. The injured worker is being
treated for lumbar-lumbosacral disc degeneration and cervical and lumbar disc disease.
Treatments to date include an unspecified amount of physical therapy. Medications include
Tramadol, Tizanidine and Ativan. The injured worker reports the pain medications help improve
her activity level. The injured worker has remained off work. An MRI of the cervical spine dated
6-24-09 revealed mild stenosis. The injured worker has continued complaints of neck, low back
and lower extremity pain. Upon examination, gait was, antalgic and unsteady. Tenderness was
noted in the cervical and lumbar spine. Ranges of motion in the cervical and lumbar spine were
reduced. Straight leg raising was positive on the right. A request for Ultracet 37.5mg #120,
Voltaren 1% gel #3, Tizanidine 4mg #60 and Tizanidine 4mg #60 was made by the treating
physician.

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

Ultracet 37.5mg #120: 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:
Opioids, specific drug list 2015.



MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Opioids for chronic pain.

Decision rationale: The Chronic Pain Medical Treatment Guidelines state that continued or
long-term use of opioids should be based on documented pain relief and functional improvement
or improved quality of life. The MTUS states that opioids may be continued, (a) If the patient
has returned to work, or (b) If the patient has improved functioning and pain. There is no
documentation that the patient fits either of these criteria. This medication had been previously
discontinued based on guideline protocols. Appropriate tapering schedules have been completed.
Ultracet 37.5mg #120 is not medically necessary.

Voltaren 1% gel #3: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
2009.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain (Chronic),
Voltaren Gel (Diclofenac).

Decision rationale: According to the Official Disability Guidelines, Voltaren gel is not
recommended as a first as a first-line treatment, and is recommended only for osteoarthritis after
failure of oral NSAIDs, or contraindications to oral NSAIDs, or for patients who cannot
swallow solid oral dosage forms, and after considering the increased risk profile with
Diclofenac, including topical formulations. Documentation in the medical record does not meet
guideline criteria. VVoltaren 1% gel #3 is not medically necessary.

Tizanidine 4mg #60: 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: The MTUS states that muscle relaxants are recommended with caution only
on a short-term basis. Efficacy appears to diminish over time, and prolonged use of some
medications in this class may lead to dependence. The patient has been taking the muscle
relaxant for an extended period of time far longer than the short-term course recommended by
the MTUS. This medication had been previously discontinued based on guideline protocols.
Appropriate tapering schedules have been completed. Tizanidine 4mg #60 is not medically
necessary.

Omeprazole 20mg (unspecified quantity): Upheld

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence
for its decision.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): NSAIDs, GI symptoms & cardiovascular risk.



Decision rationale: Omeprazole is a proton pump inhibitor. According to the Chronic Pain
Medical Treatment Guidelines, and prior to prescribing a proton pump inhibitor, a clinician
should 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. Although the patient is over the age of 65, her
current authorized medications do no warrant the use of proton pump inhibitors. Omeprazole
20mg (unspecified quantity) is not medically necessary.



