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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 Anesthesiology, has a subspecialty in Pain 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 60 year old male injured on 06/01/09 due to undisclosed mechanism of 

injury.  Current diagnoses included shoulder joint pain, lower leg pain, ankle/foot joints pain, 

sacroiliac spine strain, lumbar degenerative disc disease, and post-laminectomy syndrome.  

Clinical note dated 03/17/14 indicated the injured worker presented for follow up status post 

lumbar epidural steroid injection three weeks prior.  The injured worker reported greater than 

50% pain relief and increased activity.  The injured worker reported increasing left knee pain 

following knee injection approximately six months prior.  Physical examination revealed slow 

and left antalgic gait, inability to perform left heel toe walking, weak left leg knee extension and 

hip extension, diminished sensation to left L5, S1 dermatomes, and positive left straight leg raise 

test.  Medications included Soma 350mg every day, Norco 10-325mg every four hours, and 

Gabapentin 300mg four capsules three times a day.  The request for Norco 10-325mg (quantity 

unknown) and Gabapentin 300mg with four refills (quantity unknown) was initially non-certified 

on 04/03/14. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Norco 10/325mg (quantity unknown):  Overturned 

 

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

Opioids for chronic pain.   

 



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

for Use of Opioids, page(s) 77 Page(s): 77.   

 

Decision rationale: As noted on page 77 of the Chronic Pain Medical Treatment Guidelines, 

patients must demonstrate functional improvement in addition to appropriate.  Documentation 

following the initial Utilization Review indicated the injured worker became bedbound and 

unable to perform activities of daily of living without the use of opioid medications.  This 

indicates an increase in functionality with medication use.  As such, Norco 10/325mg (quantity 

unknown) is recommended as medically necessary at this time. 

 

Gabapentin 300mg with 4 refills (quantity unknown):  Overturned 

 

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

Anti-epilepsy drugs (AEDs).   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Gabapentin (Neurontin) page 49 Page(s): 49.   

 

Decision rationale: As noted on page 49 of the Chronic Pain Medical Treatment Guidelines, 

current guidelines recommend Gabapentin for the treatment of neuropathic pain.  The clinical 

documentation established the presence of objective findings consistent with neuropathy.  As 

such, the request for Gabapentin 300mg with 4 refills (quantity unknown) is recommended as 

medically necessary. 

 

 

 

 


