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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 52 year old female with an industrial injury dated 04/08/2008. Her
diagnoses included carpal tunnel syndrome, chronic pain syndrome and depressive disorder.
Prior treatments included medication, TENS unit and home exercise program. She presented on
03/02/2015 for re-evaluation of right upper extremity pain and carpal tunnel in the right wrist.
Percocet had been discontinued and she had been started on tramadol and Nortriptyline, however
she reported increased pain with the new medication regimen. Physical exam noted normal mood
and affect. Gait and posture were normal. The provider documents the injured worker continues
to use all medications in a stable manner for management of industrial injury related symptoms
and medications allow her to perform activities of daily living and to work full time without
restrictions. The treatment plan includes pain medications, pain patch, anti-depressant and anti-
inflammatories.

IMR ISSUES, DECISIONS AND RATIONALES

The Final Determination was based on decisions for the disputed items/services set forth below:
Celebrex 200mg, Qty 60 with 3 refills: Upheld

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




MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Celebrex
Page(s): 30. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Anti-
inflammatory medications.

Decision rationale: Celebrex (Celecoxib) is a nonsteroidal anti-inflammatory drug (NSAID) that
is a COX-2 selective inhibitor, a drug that directly targets COX-2, an enzyme responsible for
inflammation and pain. Unlike other NSAIDs, Celebrex does not appear to interfere with the
antiplatelet activity of aspirin and is bleeding neutral when patients are being considered for
surgical intervention or interventional pain procedures. Celebrex may be considered if the patient
has a risk of GI complications, but not for the majority of patients. Generic NSAIDs and COX-2
inhibitors have similar efficacy and risks when used for less than 3 months. In this case, there is
no documentation of the medication’s pain relief effectiveness or functional improvement, as
compared to functionality using a non-prescription anti-inflammatory medication. The medical
necessity of the requested medication has not been established. The requested medication is not
medically necessary.

Flector 1.3% Qty 60 with 1 refill: Upheld

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

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

Decision rationale: According to California MTUS Guidelines, oral NSAIDs are
recommended for the treatment of chronic pain and control of inflammation as a second-line
therapy after acetaminophen. The California MTUS Guidelines state that the Flector patch
(Diclofenac) has an FDA appropriation indicated for the relief of osteoarthritic pain 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. There is no evidence of
long-term effectiveness for pain or function. According to the ODG, the use of a Flector patch
(Diclofenac) is recommended for osteoarthritis after failure of an oral NSAID or
contraindications to oral NSAIDs. There is no data that substantiate Flector patch efficacy
beyond two weeks. Medical necessity for the requested medication has been not established.
The requested medication is not medically necessary.

Cyclobenzaprine 10mg Qty 60 with 3 refills: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Muscle relaxants (for pain) Antispasticity drugs.

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. Guidelines state that 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 non-steroidal anti-inflammatory medications alone. In this
case, there are no muscle spasms documented on physical exam. 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 medication is not medically necessary.

Neurontin 300mg Qty 120 with 3 refills: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Anti-epilepsy drugs (AEDs).

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Anti-
epilepsy drugs (AEDs) Page(s): 17-19.

Decision rationale: Gabapentin (Neurontin) is an anti-epilepsy drug which has been shown to
be effective for treatment of diabetic painful neuropathy and post-herpetic neuralgia and has
been considered as a first-line treatment for neuropathic pain. There is ho documentation of
objective findings consistent with current neuropathic pain to necessitate the use of Gabapentin.
In addition, there is no documentation of benefit from the previous use of Gabapentin. Medical
necessity for Gabapentin has not been established. The requested medication is not medically
necessary.

Nortriptyline 50mg Qty 30 with 3 refills: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Specifically studied underlying pain etiologies - Tricyclic antidepressant.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Antidepressants Page(s): 24,80. Decision based on Non-MTUS Citation Official Disability
Guidelines (ODG) Antidepressants for chronic pain, Tricyclic antidepressants.

Decision rationale: Tricyclic antidepressants, such as Nortryptiline, are generally considered a
first-line agent unless they are ineffective, poorly tolerated, or contraindicated. Analgesia
generally occurs within a few days to a week, whereas antidepressant effect takes longer to
occur. In addition, recent reviews recommended tricyclic antidepressants as a first-line option,
especially if pain is accompanied by insomnia, anxiety, or depression. Indications in controlled
trials have shown effectiveness in treating central post-stroke pain, post-herpetic neuralgia,
painful diabetic and non-diabetic polyneuropathy, and post-mastectomy pain. Tricyclics are
contraindicated in patients with cardiac conduction disturbances and/or decompensation (they
can produce heart block and arrhythmias) as well as for those patients with epilepsy. For patients
> 40 years old, a screening ECG is recommended prior to initiation of therapy. In this case, the
patient has had prior use of Nortryptiline, however, there is no documentation of objective



functional improvement as a result of this medication. There is no documentation of medical
need to continue the Nortryptiline. Medical necessity for the requested medication is not
established. The requested medication is not medically necessary.

Tramadol 50mg Qty 120: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Opioids for chronic pain.

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 (with 3 refills) is not medically necessary.



