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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: Florida
Certification(s)/Specialty: Neurology, Pain Management

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, who sustained an industrial injury on 08/28/2008.
She has reported subsequent shoulder and wrist pain and was diagnosed with subacromial
impingement syndrome with rotator cuff tendinitis and ulnar nerve entrapment of the cubital
tunnel of the right elbow. Treatment to date has included oral and topical pain medication,
acupuncture, physical therapy, a home exercise unit and an H wave unit. In a progress note
dated 03/27/2015, the injured worker complained of bilateral shoulder pain. Objective findings
were notable for restricted and painful range of motion of the cervical spine and right shoulder,
spasm, tenderness and tight muscle band of the paravertebral muscles, tenderness to palpation
of the paracervical muscles and trapezius and right shoulder. A request for authorization of
Pennsaid solution and Lidoderm patch, Thermacare heatwrap, Nortriptyline and Celebrex refills
was submitted.

IMR ISSUES, DECISIONS AND RATIONALES

The Final Determination was based on decisions for the disputed items/services set forth below:
Pennsaid 2% solution #1: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Topical Analgesics Page(s): 111.




MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines topical
analgesics Page(s): 111.

Decision rationale: The medical records provided for review do not indicate a neuropathic pain
condition with associated hyperalgesia/allodynia. The records do not report poor tolerance to
oral medications or indicate the specific medications failed, specifically trials of antidepressants
and anticonvulsants. MTUS supports this agent is primarily recommended for neuropathic pain
when trials of antidepressants and anticonvulsants have failed. As the records do not indicate
specific antidepressants and anticonvulsants tried and failed, the medical records do not support
use of this medication congruent with MTUS. The requested treatment is not medically
necessary.

Lidoderm 5% patch (700mg/patch) #30 with 1 refill: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment
Guidelines Topical Analgesics Page(s): 111.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines topical
analgesics Page(s): 111.

Decision rationale: The medical records provided for review do not indicate a neuropathic pain
condition with associated hyperalgesia/allodynia. The records do not report poor tolerance to
oral medications or indicate the specific medications failed, specifically trials of antidepressants
and anticonvulsants. MTUS supports this agent is primarily recommended for neuropathic pain
when trials of antidepressants and anticonvulsants have failed. As the records do not indicate
specific antidepressants and anticonvulsants tried and failed, the medical records do not support
use of this medication congruent with MTUS. The requested treatment is not medically
necessary.

Thermacare heatwrap #30 with 1 refill: Upheld

Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation www.drugs.com.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines topical
analgesics Page(s): 111.

Decision rationale: The medical records provided for review do not indicate a neuropathic pain
condition with associated hyperalgesia/allodynia. The records do not report poor tolerance to
oral medications or indicate the specific medications failed, specifically trials of antidepressants
and anticonvulsants. MTUS supports this agent is primarily recommended for neuropathic pain
when trials of antidepressants and anticonvulsants have failed. As the records do not indicate
specific antidepressants and anticonvulsants tried and failed, the medical records do not support
use of this medication congruent with MTUS. The requested treatment is not medically
necessary.


http://www.drugs.com/

Nortriptyline HCL 25mg #60 with 1 refill: Upheld

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence
for its decision.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines tricyclic
medications Page(s): 26.

Decision rationale: The medical records provided for review do not indicate a neuropathic pain
condition with associated hyperalgesia/allodynia. The records do not report poor tolerance to
oral medications or indicate the specific medications failed, specifically trials of antidepressants
and anticonvulsants. MTUS supports this agent is primarily recommended for neuropathic pain
when trials of antidepressants and anticonvulsants have failed. As the records do not indicate
specific antidepressants and anticonvulsants tried and failed, the medical records do not support
use of this medication congruent with MTUS. The requested treatment is not medically
necessary.

Celebrex 100mg #60 with 1 refill: Upheld

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence
for its decision.

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

Decision rationale: MTUS guidelines support use of NSAID for musculoskeletal pain but does
not support the use of selective cox inhibitor such as Celebrex in absence of a history of
documented Gl related distress, GERD or ulcer related to medical condition in relation to taking
NSAID. The medical records provided for review do not document a history of documented Gl
related distress, GERD or ulcer related to medical condition in relation to taking NSAID. As
such the medical records do not support a medical necessity for Celebrex in the insured
congruent with ODG.



