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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 Family 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 patient is a 52 -year-old with a reported date of injury of 08/21/1994. The patient has the 

diagnoses of lumbar post-laminectomy syndrome, lower extremity radiculitis, sacroilitis and 

situational depression. Past treatment modalities have included surgery and intrathecal infusion 

system. Per the progress notes provided by the treating physician dated 03/13/2014, the patient 

has complaints of increase in low back pain symptoms. Physical exam noted pain with lumbar 

range of motion, positive bilateral straight leg raise tests and moderate to severe myofascitis and 

sacroilitis. Treatment recommendations included ultrasound guided intrathecal pump fill and 

ultrasound guided trigger point injection . 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Aciphex 20 mg:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   

 

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

Page(s): 68.   

 

Decision rationale: The California chronic pain medical treatment guidelines section on proton 

pump inhibitors states: Recommend with precautions as indicated below.Clinicians should 



weight the indications for NSAIDs against both GI and cardiovascular risk factors. Determine if 

the patient is at risk for gastrointestinal events: (1) age > 65 years; (2) history of peptic ulcer, GI 

bleeding or perforation; (3) concurrent use of ASA, corticosteroids, and/or an anticoagulant; or 

(4) high dose/multiple NSAID (e.g., NSAID + low-dose ASA). Recent studies tend to show that 

H. Pylori does not act synergistically with NSAIDS to develop gastroduodenal lesions.The 

provided documentation does not place the patient at intermediate risk. In addition the most 

recent progress report does not mention an NSAID as a concomitant medication. In the absence 

of an NSAID, the medication is used for common gastrointestinal pathology such as but not 

limited to reflux disease, peptic ulcer disease and gastritis. There is no provided documentation 

that mentions the patient has any gastrointestinal disease that would warrant the use of the 

medication. For these reason the request is not medically necessary. 

 

Norco 10/325:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   

 

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

Page(s): 78-84.   

 

Decision rationale: Office: Ongoing review and documentation of pain relief, functional 

status,appropriate medication use, and side effects. Pain assessment should include: current pain; 

the least reported pain over the period since last assessment; average pain; intensity of pain after 

taking the opioid; how long it takes for pain relief; and how long pain relief lasts. Satisfactory 

response to treatment may be indicated by the patient's decreased pain, increased level of 

function, or improved quality of life. Information from family membersor other caregivers 

should be considered in determining the patient's response to treatment. The 4 A's for Ongoing 

Monitoring: Four domains have been proposed as most relevant for ongoing monitoring of 

chronic pain patients on opioids: pain relief, side effects, physical and psychosocial functioning, 

and the occurrence of any potentially aberrant (or nonadherent) drug-related behaviors. These 

domains have been summarized as the "4 A's" (analgesia, activities of daily living, adverse side 

effects, and aberrant drug taking behaviors). The monitoring of these outcomes over time should 

affect therapeutic decisions and provide a framework for documentation of the clinical use of 

these controlled drugs. (Passik, 2000)Outcomes measures: It is now suggested that rather than 

simply focus on pain severity, improvements in a wide range of outcomes should be evaluated, 

including measures of functioning, appropriate medication use, and side effects. Measures of 

pain assessment that allow for evaluation of the efficacy of opioids and whether their use should 

be maintained include thefollowing: current pain; the least reported pain over the period since 

last assessment; average pain; intensity of pain after taking the opioid; how long it takes for pain 

relief; and how long pain relief lasts. (Nicholas, 2006) (Ballantyne, 2006) A recent 

epidemiologic study found that opioidtreatment for chronic non-malignant pain did not seem to 

fulfill any of key outcome goals including pain relief, improved quality of life, and/or improved 

functional capacity. (Eriksen, 2006) Recommend that dosing not exceed 120 mg oral morphine 

equivalents per day, and for patients taking more than one opioid, the morphine equivalent doses 

of the different opioids must be added together to determine the cumulative dose. Use the 

appropriate factor below to determinethe Morphine Equivalent Dose (MED) for each opioid. In 



general, the total daily dose of opioid should not exceed 120 mg oral morphine equivalents. 

Rarely, and only after pain management consultation, should the total daily dose of opioid be 

increased above 120 mg oral morphine equivalents. (Washington, 2007).The provided 

documentation does not give a quantitative or qualitative review of pain relief, functional status 

and vocational benefit. The daily dose far exceeds the recommended 120 MED without 

documented reasoning for the need to do so. For these reasons the requested medicine is not 

medically necessary. 

 

Duragesic 100 mcg/hr:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   

 

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

Page(s): 74-88.   

 

Decision rationale: The California chronic pain medical treatment guidelines section on opioids 

states:Office: Ongoing review and documentation of pain relief, functional status,appropriate 

medication use, and side effects. Pain assessment should include: current pain; the least reported 

pain over the period since last assessment; average pain; intensity of pain after taking the opioid; 

how long it takes for pain relief; and how long pain relief lasts. Satisfactory response to 

treatment may be indicated by the patient's decreased pain, increased level of function, or 

improved quality of life. Information from family membersor other caregivers should be 

considered in determining the patient's response to treatment. The 4 A's for Ongoing Monitoring: 

Four domains have been proposed as most relevant for ongoing monitoring of chronic pain 

patients on opioids: pain relief, side effects, physical and psychosocial functioning, and the 

occurrence of any potentially aberrant (or no adherent) drug-related behaviors. These domains 

have been summarized as the "4 A's" (analgesia, activities of daily living, adverse side effects, 

and aberrant drug taking behaviors). The monitoring of these outcomes over time should affect 

therapeutic decisions and provide a framework for documentation of the clinical use of these 

controlled drugs. (Passik, 2000)Outcomes measures: It is now suggested that rather than simply 

focus on pain severity, improvements in a wide range of outcomes should be evaluated, 

including measures of functioning, appropriate medication use, and side effects. Measures of 

pain assessment that allow for evaluation of the efficacy of opioids and whether their use should 

be maintained include thefollowing: current pain; the least reported pain over the period since 

last assessment; average pain; intensity of pain after taking the opioid; how long it takes for pain 

relief; and how long pain relief lasts. (Nicholas, 2006) (Ballantyne, 2006) A recent 

epidemiologic study found that opioidtreatment for chronic non-malignant pain did not seem to 

fulfill any of key outcome goals including pain relief, improved quality of life, and/or improved 

functional capacity. (Eriksen, 2006) Recommend that dosing not exceed 120 mg oral morphine 

equivalents per day, and for patients taking more than one opioid, the morphine equivalent doses 

of the different opioids must be added together to determine the cumulative dose. Use the 

appropriate factor below to determinethe Morphine Equivalent Dose (MED) for each opioid. In 

general, the total daily dose of opioid should not exceed 120 mg oral morphine equivalents. 

Rarely, and only after pain management consultation, should the total daily dose of opioid be 

increased above 120 mg oral morphine equivalents. (Washington, 2007).The provided 



documentation does not give a quantitative or qualitative review of pain relief, functional status 

and vocational benefit. The daily dose far exceeds the recommended 120 MED without 

documented reasoning for the need to do so. For these reasons the requested medicine is not 

medically necessary. 

 


