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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 65 year old female, who sustained an industrial injury on February 2,
2012. The injured worker has been treated for head and low back complaints. The diagnoses
have included lumbar discopathy with radiculopathy, lumbar spine disc protrusions, dorsal
lumbosacral sprain/strain, headaches and chronic pain. Treatment to date has included
medications, radiological studies, injections, electrodiagnostic studies, acupuncture therapy,
physical therapy and psychological testing. Current documentation dated February 25, 2015
notes that the injured worker reported headaches and constant low back pain with radiation to the
bilateral lower extremities. The pain was noted to be worsening and rated an eight out of ten on
the visual analogue scale. Examination of the lumbar spine revealed palpable paravertebral
muscle tenderness with spasm. Range of motion was guarded and restricted. A seated nerve
root test was positive. There was also numbness noted in the lateral thigh, anterolateral and
posterior leg, as well as the foot which correlates with a lumbar five-sacral one dermatomal
pattern. The treating physician's plan of care included a request for the medications Omeprazole,
Ondansetron, Cyclobenzaprine Hydrochloride and Tramadol Hydrochloride ER.

IMR ISSUES, DECISIONS AND RATIONALES

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

OMEPRAZOLE 20MG #120: Upheld




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

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

Decision rationale: According to CA MTUS (2009), proton pump inhibitors, such as
Omeprazole (Prilosec), are recommended for patients taking NSAIDs with documented Gl
distress symptoms or specific Gl risk factors. There is no documentation indicating the patient
has any Gl symptoms or Gl risk factors. Risk factors include, age >65, history of peptic ulcer
disease, Gl bleeding, concurrent use of aspirin, corticosteroids, and/or anticoagulants or high-
dose/multiple NSAIDs. There is no documentation of any reported Gl complaints. Based on the
available information provided for review, the medical necessity for Prilosec has not been
established. The requested medication is not medically necessary.

ONDANSETRON ODT 8 MG #30: Upheld

Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation OFFICIAL DISABILITIES GUIDELINES.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Medscape Internal Medicine 2014.

Decision rationale: Ondansetron (Zofran) is used to prevent nausea and vomiting that may be
caused by anesthesia/surgery, or chemotherapy or radiation therapy. It is also approved for use
acutely with gastroenteritis. Ondansetron is not used and is ineffective for nausea associated
with narcotic analgesics. In addition, for this case, the request for Tramadol was not medically
necessary, which would also make the request for Ondansetron not medically necessary.
Medical necessity of the requested medication has not been established. The requested
medication is not medically necessary.

CYCLOBENZAPRINES HYDROCHLORIDE 7.5MG # 120: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
MUSCLE RELAXERS.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Muscle
Relaxants Page(s): 63.

Decision rationale: According to the reviewed literature, Cyclobenzaprine (Flexeril) is not
recommended for the long-term treatment of chronic pain. This medication has its greatest effect
in the first four days of treatment. In addition, this medication is not recommended to be used
for longer than 2-3 weeks. According to CA MTUS Guidelines, muscle relaxants are not
considered any more effective than nonsteroidal anti-inflammatory medications alone. In this
case, the available records show that the patient has not shown a documented benefit or any



functional improvement from prior Cyclobenzaprine use. In addition, there is no clinical
indication presented for the chronic or indefinite use of this medication. Based on the currently
available information, the medical necessity for this muscle relaxant medication has not been
established. The requested medication is not medically necessary.

TRAMADOL HYDROCHLORIDE ER 150MG #90: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Opioids
for the treatment of chronic pain Page(s): 93-96.

Decision rationale: According to the California MTUS, Tramadol (Ultram) is a synthetic opioid
which affects the central nervous system and is indicated for the treatment of moderate to severe
pain. Per CA MTUS Guidelines, certain criteria need to be followed, including an ongoing
review and documentation of pain relief and functional status, appropriate medication use, and
side effects. Pain assessment should include current pain: last reported pain over the period since
last assessment; average pain; intensity of pain after taking the opioid, and the duration of pain
relief. According to the medical records, there has been no documentation of the medication's
analgesic effectiveness or functional improvement, and no clear documentation that the patient
has responded to ongoing opioid therapy. Medical necessity of the requested medication has not
been established. Of note, discontinuation of an opioid analgesic requires a taper to avoid
withdrawal symptoms. The requested medication is not medically necessary.



