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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 Emergency 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: 

 

Patient with reported date of injury on 9/29/2009. Mechanism of injury is described as from 

repetitive trauma. Patient has a diagnosis of chronic pain syndrome, degeneration of lumbosacral 

disk, displacement of lumbar disk, lumbosacral radiculopathy, post laminectomy syndrome and 

osteopenia. There is a diagnosis of "psychalgia" as a diagnosis from primary treating 

physician.Medical reports reviewed. Last report available until 7/30/14. Patient complains of 

baseline chronic low back pains, R side worse than L side. Pain radiates to both lower 

extremities and is associated with spasms. Patient feels depressed. All activities of daily living 

are documented as dependent of others and poor exercise tolerance.There was no physical exam 

recorded during the visit on 7/30/14 or 7/10/14.Last exam documented is from 6/10/14 which 

documents anxiety and depression. Antalgic gait. tenderness to lumbar spine and spasms. Range 

of motion is normal except has limited flexion. Straight leg positive on L side. Normal strength. 

Diminished light touch sensation in S1-L5 on L side.Note from 7/10/14 states that a Bone 

Density study was done revealing a score of -1.2 which is consistent with osteopenia.MRI of 

lumbar spine (3/14/14) revealed moderate L5-S1 degenerative disk disease with posterolateral 

extrusion compressing S1 on L side.Medications include amlodipine, Cyclobenzaprine, 

Cymbalta, Forteo, gabapentin, Omeprazole, Percocet and Restoril.Reportedly have attempted 

physical therapy, functional restoration program and prior laminectomy.Independent Medical 

Review is for Forteo 20 mcg/dose (600mcg/2.4ml) subcutaneous pen injector. This review will 

assess the medical necessity as per MTUS Guidelines of the requested service/prescription. It is 

up to the patient, provider, lawyers and insurance company to determine if the underlying disease 

is associated or caused by the injury claim, this review does not take sides in that issue.Prior UR 

on 8/13/14 recommended non-certification. 

 



IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Forteo 20 mcg/dose (600 mcg/2.4 ml) subcutaneous pen injector:  Upheld 

 

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

MTUS.  Decision based on Non-MTUS Citation Med Line Plus (a service of the U.S. National 

Library of Medicine from the National Institute of Health) 

 

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

Decision based on Non-MTUS Citation Other Medical Treatment Guideline or Medical 

Evidence:  http://www.accessdata.fda.gov/drugsatfda_docs/nda/2002/21-318_Forteo.cfm  

National Osteoporosis Foundation. Clinician's Guide to Prevention and Treatment of 

Osteoporosis. Washington, DC: National Osteoporosis Foundation; 2014. 

 

Decision rationale: MTUS Chronic Pain Guidelines, ACOEM and Official Disability 

Guidelines (ODG) do not have any chapters that deal with this topic. As per FDA approval 

documentation, Forteo (Teripraratide) is approved to increase bone mass in postmenopausal 

women with osteoporosis or to increase bone mass in hypo gonadal osteoporosis at high risk of 

fracture. As per National Osteoporosis Foundation guideline, patient has a diagnosis of 

osteopenia (Tscore of -1.0 to -2.5) and not osteoporosis (Tscore of less than -2.5). National 

guidelines recommend other modalities such as vitamin D and other first line and conservative 

treatment before recommending medications such as Forteo for osteoporosis. Treatment with 

pharmacologic therapy may be indicated in situations where there is a high risk of fracture. The 

providers have failed to document any other conservative and first line treatment for osteopenia 

and are recommending a non-FDA application of a medication where patient does not meet 

criteria for use. Forteo is not medically necessary. 

 


