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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 Internal Medicine 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 injured worker is a 62 year old male who reported an injury to his right upper extremity.  

The utilization review dated 09/11/14 resulted in a denial for multiple medications.  The clinical 

note dated 09/30/13 indicates the injured worker having an old injury at the right wrist dating 

back to 1989.  The injured worker stated that he had been working on a Jacuzzi tub when a drill 

twisted resulting in right wrist pain.  The injured worker reported more recent progressive levels 

of pain.  The clinical note dated 02/28/13 indicates the injured worker having additionally 

undergone 3 spinal surgeries from the C5 to T1 levels.  The clinical note dated 04/01/14 

indicates the injured worker complaining of neck pain with radiation of pain to both upper 

extremities.  The note indicates the injured worker being recommended for physical therapy, 

medications, injections, and hardware removal as indicated.  The injured worker was identified 

as having well-healed surgical scars at the right frontal neck, the posterior midline, and the right 

palm area of the wrist.  Range of motion restrictions were identified throughout the cervical 

region.  The note indicates the injured worker having been fused from C5 to T1. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Neurontin 300 MG #120 12 Refills: Upheld 

 

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

Gabapentin (Anti Epilepsy Drugs).   

 



MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Gabapentin (Neurontin) Page(s): 49.   

 

Decision rationale: Current guidelines recommend theuse of Gabapentin for the treatment of 

neuropathic pain.  The clinical documentation fails to establish the presence of objective findings 

consistent with neuropathy.  As such, the request for Gabapentin is not medically necessary. 

 

Baclofen 10 MG #90 12 Refills: Upheld 

 

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

Baclofen.   

 

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

relaxants (for pain) Page(s): 63.   

 

Decision rationale: Muscle relaxants are recommended as a second-line option for short-term 

(less than two weeks) treatment of acute low back pain and for short-term treatment of acute 

exacerbations in patients with chronic low back pain. Studies have shown that the efficacy 

appears to diminish over time, and prolonged use of some medications in this class may lead to 

dependence. Based on the clinical documentation, the patient has exceeded the 4 week window 

for acute management also indicating a lack of efficacy if being utilized for chronic flare-ups.  

As such, the medical necessity of this medication cannot be established at this time. 

 

Meloxicam 15 MG #30 12 Refills: Upheld 

 

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

Meloxicam NSAIDs.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines NSAIDs, 

specific drug list & adverse effects Page(s): 70.   

 

Decision rationale: NSAIDs are recommended as a second-line treatment after acetaminophen 

for acute exacerbations of chronic pain. In general, there is conflicting evidence that NSAIDs are 

more effective than acetaminophen for acute lower back pain.  There is no documentation that 

these monitoring recommendations have been performed and the patient is being monitored on a 

routine basis.  Additionally, it is generally recommended that the lowest effective dose be used 

for all NSAIDs for the shortest duration of time. As such, the request for this medication cannot 

be established as medically necessary. 

 

Norco 10/325 MG # 90 12 Refills: Upheld 

 

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

Hydrocodone/Acetaminophen (Opioids).   

 

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

criteria for use Page(s): 77.   



 

Decision rationale:  Patients must demonstrate functional improvement in addition to 

appropriate documentation of ongoing pain relief to warrant the continued use of narcotic 

medications.  There is no clear documentation regarding the functional benefits or any 

substantial functional improvement obtained with the continued use of narcotic medications.  As 

the clinical documentation provided for review does not support an appropriate evaluation for the 

continued use of narcotics as well as establish the efficacy of narcotics, the medical necessity of 

this medication cannot be established at this time. 

 


