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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 Physical Medicine and Rehabilitation, and is licensed to practice 

in Texas and Oklahoma. 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. 

He/she is familiar with governing laws and regulations, including the strength of evidence 

hierarchy that applies to Independent Medical Review determinations. 

 

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 patient is a 50-year-old female who reported an injury on 04/20/2009.  The patient is 

diagnosed with postlaminectomy pain, cervicalgia, headaches, cervical radiculopathy, herniated 

cervical disc, insomnia, and depression.  The patient was seen by  on 11/07/2013.  

The patient reported 6/10 pain.  Physical examination revealed full strength in bilateral upper 

extremities, 2+ reflexes, diminished range of motion of the cervical spine, and decreased grip 

strength bilaterally with sensory deficits in C5-6 and C6-7 dermatomes.  Treatment 

recommendations included a repeat epidural steroid injection, continuation of current 

medications, and authorization for a functional restoration program. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

The Final Determination was based on decisions for the disputed items/services set forth below: 

 

Functional Restoration Program (FRP): Upheld 

 

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

Page(s): 31-32.   

 

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

30-33.   

 

Decision rationale: California MTUS Guidelines state functional restoration programs are 

recommended where there is access to programs with proven successful outcomes for patients 



with conditions that put them at risk of delayed recovery.  An adequate and thorough evaluation 

should be made.  Patients should exhibit motivation to change and willingness to forego 

secondary gains.  As per the clinical notes submitted, there is no indication of a failure to 

respond to previous methods of treating chronic pain.  There is no evidence of an absence of 

other options that are likely to result in significant clinical improvement.  The patient's physical 

examination only reveals decreased range of motion with sensory deficit.  There is no evidence 

of a psychological examination.  Based on the clinical information received, the request is non-

certified. 

 

MS CONTIN: Upheld 

 

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

Opioids, specific drug list Page(s): 93.   

 

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

74-82.   

 

Decision rationale: California MTUS Guidelines state a therapeutic trial of opioids should not 

be employed until the patient has failed a trial of nonopioid analgesics.  Baseline pain and 

functional assessments should be made.  Ongoing review and documentation of pain relief, 

functional status, appropriate medication use, and side effects should occur.  As per the clinical 

notes submitted, the patient has continuously utilized this medication.  Despite the ongoing use, 

the patient continues to report persistent pain.  There is no significant change in the patient's 

physical examination that would indicate functional improvement.  Satisfactory response to 

treatment has not been indicated by a decrease in pain level, increase in function, or improved 

quality of life.  Therefore, ongoing use cannot be determined as medically appropriate.  As such, 

the request is non-certified. 

 

Norco: Upheld 

 

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

Opioids, specific drug list Page(s): 91.   

 

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

74-82.   

 

Decision rationale: California MTUS Guidelines state a therapeutic trial of opioids should not 

be employed until the patient has failed a trial of nonopioid analgesics.  Baseline pain and 

functional assessments should be made.  Ongoing review and documentation of pain relief, 

functional status, appropriate medication use, and side effects should occur.  As per the clinical 

notes submitted, the patient has continuously utilized this medication.  Despite the ongoing use, 

the patient continues to report persistent pain.  There is no significant change in the patient's 

physical examination that would indicate functional improvement.  Satisfactory response to 

treatment has not been indicated by a decrease in pain level, increase in function, or improved 

quality of life.  Therefore, ongoing use cannot be determined as medically appropriate.  As such, 

the request is non-certified. 



 

Naproxen: Upheld 

 

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

Non-Steroidal Anti-Inflammatory Drugs (NSAID)'S Page(s): 73.   

 

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

67-72.   

 

Decision rationale:  California MTUS Guidelines state NSAIDs are recommended for 

osteoarthritis at the lowest dose for the shortest period in patients with moderate to severe pain.  

Acetaminophen may be considered for initial therapy for patinas with mild to moderate pain.  

There is no evidence to recommend 1 drug in this class over another based on efficacy.  As per 

the clinical notes submitted, the patient does not maintain a diagnosis of osteoarthritis.  The 

patient has continuously utilized this medication.  Despite the ongoing use, the patient continues 

to report persistent pain.  There is no documentation of functional improvement upon physical 

examination.  As guidelines do not recommend chronic NSAID use, the current request cannot 

be determined as medically appropriate.  Therefore, the request is non-certified. 

 

Lidocaine Cream: Upheld 

 

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

Topical Analgesics Page(s): 112.   

 

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

111-113.   

 

Decision rationale:  CA MTUS Guidelines state topical analgesics are largely experimental in 

use with few randomized control trials to determine efficacy or safety.  They are primarily 

recommended for neuropathic pain when trials of antidepressants and anticonvulsants have 

failed.  As per the clinical notes submitted, there is no documentation of a failure to respond to 

first-line oral medication prior to initiation of a topical analgesic.  Furthermore, the only FDA-

approved formulation of lidocaine includes a dermal patch.  No other commercially-approved 

topical formulation of lidocaine, whether a cream, lotion, or gel, are indicated for neuropathic 

pain.  Based on the clinical information received, the request is non-certified. 

 

Zolpider: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Chronic 

Pain, Zolpider 

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Chronic Pain 

Chapter, Insomnia Treatment 

 



Decision rationale:  Official Disability Guidelines state insomnia treatment is recommended 

based on etiology.  Ambien is indicated for the short-term treatment of insomnia with difficulty 

of sleep onset for 7 to 10 days.  Empirically supported treatment includes stimulus control, 

progressive muscle relaxation, and paradoxical intention.  As per the clinical notes submitted, the 

patient has continuously utilized this medication.  There is no documentation of functional 

improvement.  Additionally, there is no evidence of a failure to respond to non-pharmacologic 

treatment prior to initiation of a prescription medication.  Based on the clinical information 

received, the request is non-certified. 

 

Robaxin: Upheld 

 

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

Antispasmodics Page(s): 65.   

 

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

63-66.   

 

Decision rationale:  California MTUS Guidelines state muscle relaxants are recommended as 

non-sedating second-line options for short-term treatment of acute exacerbations in patients with 

chronic low back pain.  However, they show no benefit beyond NSAIDs in pain and overall 

improvement.  Efficacy appears to diminish over time, and prolonged use of some medications in 

this class may lead to dependence.  As per the clinical notes submitted, the patient has 

continuously utilized this medication.  Despite the ongoing use, the patient continues to report 

persistent pain.  There is no documentation of muscle spasm, spasticity, or muscle tension upon 

physical examination that may warrant the use of a muscle relaxant.  As guidelines do not 

recommend chronic use of this medication, the current request cannot be determined as 

medically appropriate.  As such, the request is non-certified. 

 




