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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 & 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: 

 

This patient is a 41 year old male with a date of injury of 6/25/2009.  The listed diagnoses per 

 are causalgia upper limb, peripheral neuropathy and extremity pain.  The patient 

is status post digital nerve decompression of his finger (date of surgery is not indicated), and 

subsequently developed RSD.  Patient reports that his pain has increased because his meds 

continue to be partially authorized.  His medication regimen includes Lyrica 150mg, Zanaflex 

4mg, Topamax 100mg, Celebrex 200mg, Trazodone 50mg, Docusate, Norco 10-325mg and 

Zantac 150mg.  Examination of the right wrist revealed tenderness to palpation noted over the 

lateral epicondyle and medial epicondyle.  There was tenderness noted over the paracervical 

muscles and trapezius.  There is trigger points with radiating pain.  The patient is permanent and 

stationary and is currently not working. The treater is requesting refills of medications.  

Utilization review denied the requests on 10/15/14.  Treatment reports from 5/12/14 through 

10/2/14 were provided. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Norco 10/325 mg, QTY: 120:  Overturned 

 

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

Opioids, Criteria for Use.   

 



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

Page(s): 60,61,88, 89,76-78.   

 

Decision rationale: The patient is status post digital nerve decompression of his finger (date of 

surgery is not indicated), and subsequently developed RSD. Utilization review denied the request 

stating that medical records long term use of Norco without objective evidence of clinical 

efficacy, including return to work.  The MTUS Guidelines pages 88 and 89 state, "Pain should be 

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

numerical scale or validated instrument."  MTUS page 78 also requires documentation of the 4 

A's (analgesia, ADLs, adverse side effects, and adverse behavior), as well as "pain assessment" 

or outcome measures that include current pain, average pain, least pain, intensity of pain after 

taking the opioid, time it takes for medication to work, and duration of pain relief. The medical 

records indicate that the patient has been taking Norco since at least 5/12/14.  The patient reports 

a decrease in pain from 10/10 to 4/10 with medications with no side effects reported.  Report 

6/9/14, states that the patient has continued symptoms but alleviated by current medications.  

"With Norco, pain is more tolerable so he can complete ADLs; perform self-care and light house 

chores."  Report 8/4/14 notes decrease in pain from 8-9/10 to 5/10 with medications.  The 

physician indicates that the patient is independent with ADLs and homes chores.  There is a 

urine drugs screen which was consistent with the medications prescribed and a CURES report 

from 7/7/14. In this case, the physician documents analgesia and specific functional 

improvements and current UDS and CURES are provided.  Given the efficacy of this medication 

and adequate documentation for opiate management, recommendation is for approval. 

 

Zanaflex 4 mg, QTY: 60:  Overturned 

 

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

Muscle Relaxants (for pain).   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

ANTISPASTICITY/ANTISPASMODIC DRUGS Page(s): 66.   

 

Decision rationale: The patient is status post digital nerve decompression of his finger (date of 

surgery is not indicated), and subsequently developed RSD. The MTUS Guidelines page 66 

allows for the use of Zanaflex (Tizanidine) for low back pain, myofascial pain, and fibromyalgia.  

Review of the reports show that the patient has been on this medication since at least 5/12/14.  

The patient reports a decrease in pain from 10/10 to 4/10 with current medications.  Report 

6/9/14, states that the patient has continued symptoms but alleviated by current medications. 

Report 8/4/14 notes decrease in pain from 8-9/10 to 5/10 with medications.  The physician 

indicates that the patient is independent with ADLs and homes chores.  In this case, given the 

patient chronic pain and documentation of this medications efficacy, recommendation is for 

approval. 

 

 

 

 




