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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 Pain 

Management 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 is a female patient with the date of injury of March 2, 2001. A Pain Medicine Re-Evaluation 

dated February 6, 2014 identifies Subjective Complaints of low back pain. The pain radiates to 

the right. The patient complains of frequent muscle spasms in the low back. Upper extremity 

pain in the left wrist. Muscle spasms in the low back. Pain is rated as 5/10 intensity with 

medication and 8-9/10 without medication. Physical Exam identifies spasm noted. Spinal 

vertebral tenderness was noted in the cervical spine C4-5. The range of motion of the cervical 

spine was moderately limited due to pain. Pain was significantly increased with flexion, 

extension and rotation. Tenderness was noted upon palpation in the spinal vertebral area L4-S1 

levels. The range of motion of the lumbar spine was moderately limited secondary to pain. 

Tenderness is noted at the left wrist. Diagnoses identify cervical radiculitis, chronic pain other, 

lumbar facet arthropathy, lumbar radiculitis, lumbar radiculopathy, myositis/myalgia, and 

insomnia. Treatment Plan identifies Gabapentin, Norco, Senokot-S, Zanaflex, and Ultram. The 

patient was counseled as to the benefits and potential side effects of the prescribed medications. 

Aberrant use was discussed. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

GABAPENTIN 600 MG QID # 120: Overturned 

 

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

ANTIEPILEPTIC MEDICATIONS.   



 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 8 C.C.R. 

9792.20 - 9792.26 MTUS (Effective July 18, 2009) Page(s): 16-21.   

 

Decision rationale: Regarding request for Gabapentin, Chronic Pain Medical Treatment 

Guidelines state that antiepilepsy drugs are recommended for neuropathic pain. They go on to 

state that a good outcome is defined as 50% reduction in pain and a moderate response is defined 

as 30% reduction in pain. Guidelines go on to state that after initiation of treatment, there should 

be documentation of pain relief and improvement in function as well as documentation of side 

effects incurred with use. The continued use of AEDs depends on improved outcomes versus 

tolerability of adverse effects. Within the documentation available for review, it is noted that the 

medications reduce the patient's pain. Side effects were discussed. Therefore, the request for 

Gabapentin is medically necessary. 

 

NORCO 5/325 MG Q 6H #120: Overturned 

 

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

OPIOIDS.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 8 C.C.R. 

9792.20 - 9792.26 MTUS (Effective July 18, 2009) Page(s): 76-79, 120.   

 

Decision rationale: Regarding the request for Norco (hydrocodone/acetaminophen), California 

Pain Medical Treatment Guidelines state that Norco is an opiate pain medication. Due to high 

abuse potential, close follow-up is recommended with documentation of analgesic effect, 

objective functional improvement, side effects, and discussion regarding any aberrant use. 

Guidelines go on to recommend discontinuing opioids if there is no documentation of improved 

function and pain. Within the documentation available for review, there is documentation that 

medication has improved the patient's pain and a discussion regarding side effects and aberrant 

use. Therefore, the request for Norco is medically necessary. 

 

ULTRAM ER 200MG QD # 30: Overturned 

 

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

OPIOIDS.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 8 C.C.R. 

9792.20 - 9792.26 MTUS (Effective July 18, 2009) Page(s): 75-79.   

 

Decision rationale: Regarding the request for Ultram, California Pain Medical Treatment 

Guidelines state that Ultram is a short acting opiate pain medication. Due to high abuse potential, 

close follow-up is recommended with documentation of analgesic effect, objective functional 

improvement, side effects, and discussion regarding any aberrant use. Guidelines go on to 

recommend discontinuing opioids if there is no documentation of improved function and pain. 

Within the documentation available for review, there is documentation that medication has 



improved the patient's pain and a discussion regarding side effects and aberrant use. Therefore, 

the request for Ultram is medically necessary. 

 

SENOKOT-S 8.6/50MG BID #60: Overturned 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

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

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

Opioid-induced constipation treatment. 

 

Decision rationale:  Regarding the request for Senokot-S, California MTUS does not address 

the issue. ODG cites if prescribing opioids has been determined to be appropriate, then ODG 

recommends, under Initiating Therapy, that Prophylactic treatment of constipation should be 

initiated. Simple treatments include increasing physical activity, maintaining appropriate 

hydration by drinking enough water, and advising the patient to follow a proper diet, rich in 

fiber. These can reduce the chance and severity of opioid-induced constipation and constipation 

in general. In addition, some laxatives may help to stimulate gastric motility. Other over-the-

counter medications can help loosen otherwise hard stools, add bulk, and increase water content 

of the stool.  Within the documentation available for review, the patient has been on chronic 

opioid therapy. Guidelines recommend prophylactic therapy to reduce the chance of opioid-

induced constipation. Therefore, the request for Senokot-S is medically necessary. 

 

ZANAFLEX 4 MG Q8H #90: Upheld 

 

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

: CHRONIC PAIN MEDICAL TREATMENT GUIDELINES.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Guidelines 8 C.C.R. 9792.20 - 9792.26 MTUS (Effective July 18, 2009) Page(s): 63-66.   

 

Decision rationale:  Regarding the request for Zanaflex, Chronic Pain Medical Treatment 

Guidelines support the use of nonsedating muscle relaxants to be used with caution as a 2nd line 

option for the short-term treatment of acute exacerbations of pain. Guidelines go on to state that 

Zanaflex specifically is FDA approved for management of spasticity; unlabeled use for low back 

pain. Within the documentation available for review, the patient's current medications are noted 

to improve pain. However, it does not appear that this medication is being prescribed for the 

short-term treatment of an acute exacerbation, as recommended by guidelines. Therefore, in the 

absence of such documentation, the request for Zanaflex is not medically necessary. 

 


