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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: Emergency 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:

The injured worker is a 51-year-old male who sustained a work related injury September 12,
2012. While standing about six feet off the ground on a ladder, he lost his balance, fell, and
injured his left shoulder, left ribcage, and low back. X-rays revealed a fractured left rib. An MRI
of the left shoulder dated July 2, 2013 (report present in medical record) revealed a partial
thickness complete articular surface supraspinatus tendon tear near the insertion, supraspinatus
tendinosis, and moderate acromioclavicular arthrosis with subacromial space impingement.
Over the course of care; he was treated for the diagnoses; sprain of neck; sprain of the thoracic
region; sprain of the lumbar region and sprain shoulder/arm, not otherwise specified. Treatment
had included; medications, acupuncture, physical therapy, TENS unit one month home trial,
Functional Capacity Evaluation, and psychological follow-up. According to an orthopedic
consultation, February 23, 2015, there are residual complaints of cervical spine, left sided C5-7
to posterior left shoulder pain. The pain of the low back extends to the bilateral buttock region,
more so on the left, than the right. At issue, is the retrospective request for Omeprazole,
Naproxen, Menthoderm ointment, Flurb/Trama/Cvico, Amitr/Dextr/Gabap, and one follow-up.

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

Retrospective request: One follow up DOS 8/8/14: Overturned




Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG).

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 8 Neck and Upper Back
Complaints Page(s): 177.

Decision rationale: The request is for a medical follow-up visit. The ACOEM guidelines state
patients whose complaints are work related should receive follow-up care every 3-5 days by a
midlevel provider who can counsel them regarding avoiding static positions, medication use and
activity modification. The practitioner can also answer questions, making the sessions
interactive. In this case, the patient continues to have discomfort despite the treatment rendered
and would qualify for ongoing visits. As such, the request is certified.

Retrospective request: One prescription of Amitr10%Dextr10%Gabap10% (Gabapentin-
0%, Amitriotvline Hcl-10%, Dextromethorphan Powder-10%, Mediderm cream base
DOS 7/7/14: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s):
111 to 113 of 127.

Decision rationale: The request is for the use of a compounded medication for topical use to
aid in pain relief. These products contain multiple ingredients, which each have specific
properties and mechanisms of action. The MTUS guidelines state the following: "Any
compounded product that contains at least one drug (or drug class) that is not recommended is
not recommended.” In this case, the use of Gabapentin is stated to be not indicated for use for
the patient's condition. The guidelines state the following: "Gabapentin: Not recommended.
There is no peer-reviewed literature to support use." As such, the request is not certified.

Retrospective request: One prescription of Flurb20% Trama20%Cvico4%
(Cyclobenzaprine HCL 4%,Flurbiprofen 20%, Tramadol HCL Powder 20% Mediderm
cream base DOS 7/7/14: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s):
111 to 113 of 127.

Decision rationale: The request is for the use of a compounded medication for topical use to
aid in pain relief. These products contain multiple ingredients, which each have specific
properties and mechanisms of action. The MTUS guidelines state the following: "Any
compounded product that contains at least one drug (or drug class) that is not recommended is
not recommended." In this case, the use of the topical muscle relaxant is not indicated for use
for the patient’s condition. The MTUS states the following: "There is no evidence for use of any
other muscle relaxant as a topical product.” As such, the request is not certified.



Retrospective request: One prescription of Menthoderm Ointment DOS 7/3/14: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s):
111 to 113 of 127.

Decision rationale: The request is for the use of a compounded medication for topical use to aid
in pain relief. These products contain multiple ingredients that each have specific properties and
mechanisms of action. The MTUS guidelines state the following: "Any compounded product
that contains at least one drug (or drug class) that is not recommended is not recommended.” In
this case, the compounded topical treatment contains an NSAID. Qualifying factors for this
product is indicated by the following per the guidelines: The efficacy in clinical trials for this
treatment modality has been inconsistent and most studies are small and of short duration.
Topical NSAIDs have been shown in meta-analysis to be superior to placebo during the first 2
weeks of treatment for osteoarthritis, but either not afterward, or with a diminishing effect over
another 2-week period. (Lin, 2004) (Bjordal, 2007) (Mason, 2004) When investigated
specifically for osteoarthritis of the knee, topical NSAIDs have been shown to be superior to
placebo for 4 to 12 weeks. Indications: Osteoarthritis and tendinitis, in particular, that of the
knee and elbow or other joints that are amenable to topical treatment: Recommended for short-
term use (4-12 weeks). There is little evidence to utilize topical NSAIDs for treatment of
osteoarthritis of the spine, hip or shoulder. FDA-approved agents: Voltaren Gel 1%
(diclofenac): Indicated for relief of osteoarthritis pain in joints that lend themselves to topical
treatment (ankle, elbow, foot, hand, knee, and wrist). It has not been evaluated for treatment of
the spine, hip or shoulder. In this case, as stated above, the patient would not qualify for the use
of a topical NSAID. This is based on the diagnosis and treatment duration. As such, the request
is not certified.

Retrospective request: 60 Naproxen sod 550mg DOS 7/3/14: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Page(s): 67-68 of 127.

Decision rationale: The request is for the use of NSAIDS to aid in pain relief. NSAIDS are
usually used to aid in pain and inflammation reduction. The MTUS guidelines states that for
osteoarthritis NSAIS are recommended at the lowest dose for the shortest period in patients with
moderate to severe pain. Acetaminophen may be considered for initial therapy for patients with
mild to moderate pain, for those with gastrointestinal, cardiovascular or renovascular risk
factors. NSAIDs appear to be superior to acetaminophen especially for patients with moderate to
severe pain. There is no evidence to support one drug in this class over another based on
efficacy. In particular, there appears to be no difference between NSAIDs and COX-2 NSAIDs
in terms of pain relief. The main concern of selection is based on adverse effects, with COX-2
NSAIDs having fewer Gl side effects at the risk of increased cardiovascular side effects. The
FDA has concluded that long-term clinical trials are best interpreted to suggest that
cardiovascular risk occurs with all NSAIDs and is a class effect (with naproxyn being the safest
drug). There is no evidence of long-term effectiveness for pain and function. (Chen, 2008)
(Laine, 2008) For back pain, NSAIDS are recommended as a second-line treatment after



acetaminophen. In general, there is conflicting evidence that NSAIDs are more effective that
acetaminophen for acute LBP. (van Tulder, 2006) (Hancock, 2007) For patients with acute low
back pain with sciatica a recent Cochrane review (including three heterogeneous randomized
controlled trials) found no differences in treatment with NSAIDs vs. placebo. In patients with
axial low back pain this same review found that NSAIDs were not more effective than
acetaminophen for acute low-back pain, and that acetaminophen had fewer side effects.
(Roelofs-Cochrane, 2008) The addition of NSAIDs or spinal manipulative therapy does not
appear to increase recovery in patients with acute low back pain over that received with
acetaminophen treatment and advice from their physician. (Hancock, 2007) In this case, there is
inadequate documentation of functional improvement to justify continued use, as the guidelines
recommend the lowest dose for the shortest period of time. The significant side effect profile of
medications in this class put the patient at risk when used chronically. As such, the request is not
certified.

Retrospective request: 30 Omeprazole 20mg DOS 7/3/14: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s):
68 of 127.

Decision rationale: The request is for the use of a medication in the class of a proton pump
inhibitor. This is usually given as an acid reducing medication for patients with esophageal
reflux, gastritis, or peptic ulcer disease. It can also be used as a preventative measure in patients
taking non-steroidal anti-inflammatories for chronic pain. Unfortunately, they do have certain
side effects including gastrointestinal disease. The MTUS guidelines states that patients who
are classified as intermediate or high risk, should be treated prophylactically. Criteria for risk
are as follows: "(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 (e.g., NSAID + low-dose ASA)." Due to the fact the patient does not meet to above
stated criteria, the request for use is not certified.



