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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: North Carolina, Georgia
Certification(s)/Specialty: Family Practice

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 43 year old female who sustained an industrial injury on 6/26/12. The
injured worker reported symptoms in the neck and back. The injured worker was diagnosed as
having disc herniation C5-6 with neurological deficits, musculoligamentous sprain/strain cervical
spine and lumbar strain with multi-level degenerative disc disease. Treatments to date have
included physical therapy, topical analgesic, status post anterior cervical disc fusion, proton
pump inhibitor, and nonsteroidal anti-inflammatory drugs. Currently, the injured worker
complains of neck and back discomfort. The plan of care was for medication prescriptions,
physical therapy and a follow up appointment at a later date.

IMR ISSUES, DECISIONS AND RATIONALES

The Final Determination was based on decisions for the disputed items/services set forth below:
Sombra gel 320z #1: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Section 2
Page(s): 111-113.




Decision rationale: CA MTUS recommends limited use of topical analgesics. There is limited
evidence for short-term use of topical NSAID analgesics for osteoarthritis with most benefit seen
in use up to 12 weeks but no demonstrated benefit beyond this time period. CA MTUS
specifically prohibits the use of combination topical analgesics in which any component of the
topical preparation is not recommended. Sombra gel contains camphor and menthol. Menthol is
not a recommended topical analgesic. As such, Sombra cream is not medically necessary and the
original UR decision is upheld. The request is not medically necessary.

Flector 1.3% patch #30: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Section 2
Page(s): 111-113.

Decision rationale: CA MTUS recommends limited use of topical analgesics. There is limited
evidence for short-term use of topical NSAID analgesics for osteoarthritis with most benefit seen
in use up to 12 weeks but no demonstrated benefit beyond this time period. Flector patches are
recommended for the acute treatment of minor strains, sprains and bruises. They are not
indicated for long term treatment. In this case the request s for ongoing treatment beyond the
acute phase of injury and as such Flector patches are not medically necessary.

Ambien 5mg #30: Upheld

Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines, Mental Iliness &
Stress, Zolpidem (Ambien).

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

Decision rationale: The CA MTUS is silent on the use of Ambien. ODG addresses insomnia
treatments in the section on pain. ODG states that treatment should be based on the etiology of
the insomnia. Pharmacologic agents should be used only after a careful investigation for cause of
sleep disturbance. Primary insomnia should be treated with pharmacologic agents while
secondary insomnia may be treated with pharmacologic and/or psychological measures. It is
important to address all four components of sleep onset, sleep maintenance, sleep quality and
next day function. Ambien is not FDA approved for use greater than 35 days. In this case, the
medical records do not detail any history of the insomnia or response to treatment with Ambien
and it has been used for more than 35 days. Therefore, there is no documentation of the medical
necessity of treatment with Ambien and the UR denial is upheld.

Nexium 40mg #30: 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 Section 2
Page(s): 68.

Decision rationale: CA MTUS guidelines state that a proton pump inhibitor should be
considered for administration with anti-inflammatory medication if there is a high risk for gastro-
intestinal events. In this case, the medical record does not document any history to indicate a
moderate or high risk for gastrointestinal events. Nexium therefore is not medically necessary.

Physical therapy 2 times a week for6 weeks for the cervical spine: Upheld

Claims Administrator guideline: Decision based on MTUS Postsurgical Treatment Guidelines
Page(s): 6, 26.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Section 2
Page(s): 98-99.

Decision rationale: The CA MTUS recommends physical therapy for management of chronic
pain with a clear preference for active therapy over passive therapy. Physical therapy includes
supervision by therapist then the patient is expected to continue active therapies at home in order
to maintain improvement levels. Guidelines direct fading treatment frequency from 3 times a
week to one or less with guidelines ranging depending on the indication: 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 weeks. In this case, the claimant has already completed 16
physical therapy visits and the medical records do not contain any information that would
support any additional expected benefit from additional physical therapy. The request for
additional physical therapy sessions is not medically necessary.



