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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 injured worker is a 56 year old male who sustained an industrial injury on 12/13/00. Initial
complaints and diagnoses are not available. Treatments to date include medications. Diagnostic
studies are not addressed. Current complaints include neck, and low back pain. Current
diagnoses include lumbar spine strain, derangement of joint, and cervical spasm. In a progress
note dated 02/18/15 the treating provider reports the plan of care as omeprazole, orphenadrine,
hydrocodone, Ketoprofen, and Voltaren gel. The requested treatments are omeprazole,
orphenadrine, hydrocodone, Ketoprofen, and Voltaren gel.

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

Omeprazole DR (delayed release) 20 mg Qty 30 with 2 refills: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
NSAIDs, Gl symptoms & cardiovascular risk Page(s): 68.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines PPIs
Page(s): 68. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG)
PPIs.




Decision rationale: According to the California MTUS (2009), Omeprazole (Prilosec), is proton
pump inhibitor (PPI) that is recommended for patients taking NSAIDs, with documented Gl
distress symptoms, or at risk for gastrointestinal events. Gl risk factors include: age >65, history
of peptic ulcer, Gl bleeding, or perforation; concurrent use of aspirin, corticosteroids, and/or
anticoagulants, or high dose/multiple NSAIDs. PPIs are highly effective for their approved
indications, including preventing gastric ulcers induced by NSAIDs. In this case, there is no
documentation indicating that this patient had any GI symptoms or risk factors. In addition, the
request for Ketoprofen was not found to be medically necessary, which would mean that the
Omeprazole would not appear to be medically necessary for this patient. Medical necessity for
Omeprazole DR has not been established. The requested medication, with 2 refills, is not
medically necessary.

Orphenadrine ER (extended release) 100 mg Qty 60 with 2 refills: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment
Guidelines Muscle relaxants (for pain) Page(s): 63-64. Decision based on Non-MTUS Citation
Official Disability Guidelines: Pain Procedure Summary.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Muscle
Relaxants Page(s): 63. Decision based on Non-MTUS Citation Official Disability Guidelines
(ODG) Norflex.

Decision rationale: According to the ODG, Orphenadrine (Norflex) is a muscle relaxant similar
to diphenhydramine, but has greater anticholinergic effects. The mode of action is not clearly
understood. Effects are thought to be secondary to analgesic and anticholinergic properties.
According to CA MTUS guidelines, muscle relaxants are not considered any more effective than
nonsteroidal anti-inflammatory drugs (NSAIDs) alone, and are not recommended for the long-
term use of chronic pain. In this case, there is no documentation of functional improvement from
previous usage of this medication. Based on the currently available information, the medical
necessity for Orphenadrine has not been established. The requested medication is not medically
necessary.

Hydrocodone (Norco 5/325 mg) Qty 60: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment
Guidelines Opioids Page(s): 74-95.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Opioids
for the treatment of chronic pain Page(s): 91-97. Decision based on Non-MTUS Citation
Official Disability Guidelines (ODG) Opioids.

Decision rationale: According to MTUS and ODG, Norco 5/325mg (Hydrocodone/
Acetaminophen) is a short-acting opioid analgesic indicated for moderate to moderately severe
pain, and is used to manage both acute and chronic pain. The treatment of chronic pain with any
opioid analgesic requires review and documentation of pain relief, functional status, appropriate
medication use, and side effects. A pain assessment should include current pain, intensity of pain



after taking the opiate, and the duration of pain relief. In this case, there is no documentation of
the medication's pain relief effectiveness, functional status, or response to ongoing opioid
analgesic therapy. Medical necessity of the requested item has not been established. Of note,
discontinuation of an opioid analgesic should include a taper, to avoid withdrawal symptoms.
The requested medication is not medically necessary.

Ketoprofen 75 mg Qty 30 with 2 refills: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment
Guidelines NSAIDs (non-steroidal anti-inflammatory drugs) Page(s): 67-68.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines NSAIDs
Page(s): 67-71. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG)
NSAIDs.

Decision rationale: According to the CA MTUS Guidelines (2009), 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,
acute low back pain (LBP), short-term pain relief in chronic LBP, and short-term improvement
of function 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, but they may be useful to treat breakthrough pain in this condition. In this case, the patient
has been on previous long-term NSAIDs without any documentation of significant
improvement. Medical necessity of the requested medication with 2 refills has not been
established. The requested medication is not medically necessary.

Voltaren gel 1%: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Topical Analgesics Page(s): 111-113. Decision based on Non-MTUS Citation Official Disability
Guidelines: Pain Procedure Summary.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Topical
analgesics Page(s): 111-113. Decision based on Non-MTUS Citation Official Disability
Guidelines (ODG) Topical analgesics.

Decision rationale: According to the California MTUS Guidelines, Voltaren Gel 1%
(Diclofenac) is indicated for the relief of osteoarthritis in joints that lend themselves to topical
treatment, such as the ankle, elbow, foot, hand, knee, and wrist. It has not been evaluated for
treatment of the spine, hip, or shoulder. The submitted documentation does not indicate that
the injured worker had a diagnosis of osteoarthritis. There is also no documentation of
intolerance to other previous oral medications. In addition, there was no dosage specified for
the requested medication. Medical necessity for the requested topical gel has been not
established. The requested 1% Voltaren Gel is not medically necessary.



