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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. The expert 

reviewer is Board Certified in Physical Medicine and Rehabilitation, has a subspecialty in 

Interventional Spine and is licensed to practice in California. 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/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 58 year old female with date of injury 1/30/07. The treating physician report 

dated 10/2/13 indicates that the patient presents with chronic neck pain with radiation to the 

upper extremities. The current diagnoses are: 1. Status post cervical spine surgery ACDF C4/5. 

2. Hypertension aggravated secondary to weight gain, 3. Shoulder impingement syndrome 4. 

Carotid artery aneurysm. The utilization review report dated 9/19/13 denied the request for 

Imitrex 25mg#18, Norco 10/325mg #30, Tizanidine 4mg #30 and Protonix 20mg #90 based on 

lack of medical necessity. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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

 
IMITREX 25MG, 3/WEEK #18: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

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

8.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Imitrex, Head 

Chapter, as well as MTUS: Chronic Pain Medical Treatment Guidelines, page 8. 



Decision rationale: The MTUS guidelines do not address the usage of Imitrex. The ODG 

guidelines regarding Imitrex state, "Recommended for migraine sufferers.  At marketed doses, 

all oral triptans (e.g., sumatriptan, brand name Imitrex) are effective and well tolerated." Chronic 

Pain Medical Treatment Guidelines page 8 states, "The physician should periodically review the 

course of treatment of the patient and any new information about the etiology of the pain or the 

patient's state of health.  Continuation or modification of pain management depends on the 

physician's evaluation of progress toward treatment objectives.  If the patient's progress is 

unsatisfactory, the physician should assess the appropriateness of continued use of the current 

treatment plan and consider the use of other therapeutic modalities. When prescribing controlled 

substances for pain, satisfactory response to treatment may be indicated by the patient's 

decreased pain, increased level of function, or improved quality of life." Review of the reports 

provided do not document any functional improvement with the usage of Imitrex. There is 

nothing in the reports to indicate that the patient has decreased pain, increased function or 

improved quality of life due to this medication. The treater has failed to provide any information 

to support this request other than, "She takes Imitrex once every other day which does help", and 

therefore the request is not medically necessary. 

 
NORCO 10/325MG #30: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Opioids 

Page(s): 88-89. 

 
Decision rationale: The Chronic Pain Medical Treatment Guidelines indicate that Norco is 

indicated for moderate to moderately severe pain. In reviewing the treating physician reports 

dated 4/3/13 and 10/2/13 there is no documentation regarding the efficacy from chronic use of 

Norco.  MTUS pages 88, 89 states "document pain and functional improvement and compare to 

baseline. Satisfactory response to treatment may be indicated by the patient's decreased pain, 

increased level of function, or improved quality of life. Information from family members or 

other caregivers should be considered in determining the patient's response to treatment. Pain 

should be assessed at each visit, and functioning should be measured at 6-month intervals using a 

numerical scale or validated instrument." Chronic Pain Medical Treatment Guidelines also 

requires documentation of the four A's (analgesia, ADL's, Adverse effects and Adverse 

behavior).  In this case, such documentation is not provided.  Chronic Pain Medical Treatment 

Guidelines further discusses under "outcome measures," documentation of average pain level, 

time it takes for medication to work, duration of relief with medication, etc. are required.  In this 

patient, none of these are provided. There is no clinical documentation that the patient is 

benefiting from the usage of Norco.  Therefore the request is not medically necessary. 

 
TIZANIDINE 4MG #30: Overturned 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 



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

8,63-66. 

 
Decision rationale: The patient presents with chronic cervical spine pain with radiation to the 

upper extremities with reported daily migraine headaches. The current request is for Tizanidine 

4mg #30.  The treating physician reports that patient has cervical spine tenderness and spasms. 

Review of the treating physician's 7/10/13 report indicates that the patient has been taking 

Tizanidine for at least 3 months.  The Chronic Pain Medical Treatment Guidelines state that, 

"Tizanidine (Zanaflex) is a centrally acting alpha2_adrenergic agonist that is FDA approved for 

management of spasticity; unlabeled use for low back pain." The Chronic Pain Medical 

Treatment Guidelines support the usage of Tizanidine for chronic low back pain, myofascial pain 

and fibromyalgia. Given the patient's spasms in the neck, likely myofascial pains, and the fact 

that this medication has been helpful, the request is medically necessary. 

 
PROTONIX 20MG #90: Overturned 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Proton 

Pump Inhibitors(PPIs) for gastric side effects due to (NSAID) non-steroidal anti-inflamma. 

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG, Proton pump 

inhibitors (PPIs). 

 
Decision rationale: The patient presents with chronic cervical spine pain with radiation to the 

upper extremities with reported daily migraine headaches. The current request is for Protonix 

20mg #90.  The treating physician report dated 10/2/13 states, "She has to take Protonix, at least 

two per day.  Without it, she notices increasing reflux symptoms." Review of the 9/26/13 report 

states the patient is taking, "Two Motrin average per day." The patient reports that she has upset 

stomach as a result of her medication usage. The Chronic Pain Medical Treatment Guidelines 

support the usage of Proton Pump Inhibitors (PPIs) for gastric side effects due to (NSAID) non- 

steroidal anti-inflammatory drugs use. ODG also states that PPIs are recommended for patients 

at risk for gastrointestinal events. The treater in this case has documented that the usage of 

Protonix reduces GI symptoms for this patient therefore the request is medically necessary. 


