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DEAR [

MAXIMUS Federal Services has completed the Independent Medical Review (“IMR”) of the
above workers’ compensation case. This letter provides you with the IMR Final Determination
and explains how the determination was made.

Final Determination: UPHOLD. This means we decided that none of the disputed items/services
are medically necessary and appropriate. A detailed explanation of the decision for each of the
disputed items/services is provided later in this letter.

The determination of MAXIMUS Federal Services and its physician reviewer is deemed to be
the Final Determination of the Administrative Director of the Division of Workers’
Compensation. This determination is binding on all parties.

In certain limited circumstances, you can appeal the Final Determination. Appeals must be filed
with the Workers’ Compensation Appeals Board within 30 days from the date of this letter. For
more information on appealing the final determination, please see California Labor Code Section
4610.6(h).

Sincerely,

Paul Manchester, MD, MPH
Medical Director

cc:  Department of Industrial Relations, || AR AR



HOW THE IMR FINAL DETERMINATION WAS MADE

MAXIMUS Federal Services sent the complete case file to a physician reviewer. He/she has no
affiliation with the employer, employee, providers or the claims administrator. The physician
reviewer is Board Certified in Emergency Medicine and is licensed to practice in New York and
Tennessee. 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 physician 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/services.

DOCUMENTS REVIEWED

The following relevant documents received from the interested parties and the documents
provided with the application were reviewed and considered. These documents included:

CLINICAL CASE SUMMARY

The physician reviewer developed the following clinical case summary based on a review of the
case file, including all medical records:

The patient was a 44 year old male who was injured on February 17, 2011 after he fell 14 feet
from a roof, landing on concrete. At that time he fractured his left wrist which was repaired the
day of injury. Since the injury the patient has been experiencing persistent neck pain, back pain,
and bilateral knee pain. The patient underwent anterior cruciate ligament repair on the right
knee in the spring of 2011. Back pain radiated into the MRI of the lumbosacral spine on 2/7/13
showed multilevel disc herniations with moderate to severe neural foraminal narrowing. MRI of
the cervical spine on 2/7/13 showed multilevel disc herniations. The patient underwent left total
knee arthroplasty in July, 2013 for arthralgia. A claim for Hydrocodone/APAP 10/325 # 180 and
Naproxen Sodium 550 mg # 60 was submitted.

IMR DECISION(S) AND RATIONALE(S)

The Final Determination was based on decisions for the disputed items/services set forth below:
1. Hydrocodone/APAP 10/325mg #180 is not medically necessary and appropriate.

The Claims Administrator based its decision on the Chronic Pain Medical Treatment Guidelines
(May 2009), which are part of the MTUS.

The Physician Reviewer based his/her decision on the Chronic Pain Medical Treatment
Guidelines, pages 76-96, which are part of the MTUS.

The Physician Reviewer’s decision rationale:

Chronic Pain Medical Treatment Guidelines state that opioids are not recommended as a first
line therapy. Opioid should be part of a treatment plan specific for the patient and should follow
criteria for use. Criteria for use include establishment of a treatment plan, determination if pain
is nociceptive or neuropathic, failure of pain relief with non-opioid analgesics, setting of specific
functional goals, and opioid contract with agreement for random drug testing. If analgesia is not
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obtained, opioids should be discontinued. The patient should be screened for likelihood that he
or she could be weaned from the opioids if there is no improvement in pain of function. It is
recommended for short term use if first-line options, such as acetaminophen or NSAIDS have
failed. Ultracet (tramadol) is a synthetic opioid affecting the central nervous system. It has
several side effects which include increasing the risk of seizure in patients taking SSRI’s, TCA’s
and other opioids. In this case the medication was not prescribed for short term use and the
criteria for opioid use were not met.

2. Naproxen Sodium 550mg #60 is not medically necessary and appropriate.

The Claims Administrator based its decision on the Chronic Pain Medical Treatment Guidelines
(May 2009), which are part of the MTUS.

The Physician Reviewer based his/her decision on the Chronic Pain Medical Treatment
Guidelines (2009), pages 22, 60 and 67, which are part of the MTUS.

The Physician Reviewer’s decision rationale:

Naproxen sodium is a nonsteroidal anti-inflammatory drug. Chronic Medical Treatment
Guidelines state that “anti-inflammatory drugs are the traditional first line of treatment, but long
term use may not be warranted”. For osteoarthritis it was recommended that the lowest dose for
the shortest length of time be used. It was not shown to be more effective that acetaminophen,
and had more adverse side effects. Medications for chronic pain usually provide temporary
relief. Medications should be prescribed only one at a time and should show effect within 1-3
days. Record of pain and function with the medication should be recorded. In this case the
patient had been receiving the medication for several months without relief.
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