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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. 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/Service. He/she is familiar with governing laws and
regulations, including the strength of evidence hierarchy that applies to Independent Medical
Review determinations.

The Expert Reviewer has the following credentials:
State(s) of Licensure: California, District of Columbia, Maryland
Certification(s)/Specialty: Anesthesiology, Pain Management

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 53 year old female, who sustained an industrial injury on 07/06/1999.
She has reported subsequent back, lower extremity, right knee and right shoulder pain and was
diagnosed with multilevel lumbar disc protrusion, bilateral lower extremity radiculopathy, right
knee internal derangement and right shoulder pain. Other diagnoses included major depressive
disorder, generalized anxiety disorder and post-traumatic stress disorder. Treatment to date has
included oral and topical pain medication. In a progress note dated 09/26/2013, the injured
worker complained of continued right shoulder, low back and bilateral lower extremity pain.
Obijective findings were notable for tenderness to palpation of the left shoulder, pain with range
of motion of the left shoulder and tenderness of the paralumbar muscles. A request for
authorization of Topamax and Pennsaid lotion was made.

IMR ISSUES, DECISIONS AND RATIONALES

The Final Determination was based on decisions for the disputed items/services set forth below:
One Topamax 50mg: Upheld

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back
Complaints.




MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Antiepilepsy Drugs Page(s): 16, 21.

Decision rationale: With regard to antiepilepsy drugs, the MTUS CPMTG states
"Recommended for neuropathic pain (pain due to nerve damage). (Gilron, 2006) (Wolfe, 2004)
(Washington, 2005) (ICSI, 2005) (Wiffen-Cochrane, 2005) (Attal, 2006) (Wiffen-Cochrane,
2007) (Gilron, 2007) (ICSI, 2007) (Finnerup, 2007) There is a lack of expert consensus on the
treatment of neuropathic pain in general due to heterogeneous etiologies, symptoms, physical
signs and mechanisms. Most randomized controlled trials (RCTs) for the use of this class of
medication for neuropathic pain have been directed at postherpetic neuralgia and painful
polyneuropathy (with diabetic polyneuropathy being the most common example). There are few
RCTs directed at central pain and none for painful radiculopathy.” Per MTUS CPMTG,
"Topiramate (Topamax, no generic available) has been shown to have variable efficacy, with
failure to demonstrate efficacy in neuropathic pain of "central™ etiology. It is still considered for
use for neuropathic pain when other anticonvulsants fail." The documentation submitted for
review contain no evidence of failure of first line anticonvulsant such as gabapentin or
pregabalin. As the MTUS guidelines consider it appropriate after failure of these medications,
medical necessity cannot be affirmed. Therefore, this request is not medically necessary.

1 Pennsaid Topical Analgesic Lotion, For Lumbar Spine and Right Shoulder Pain: Upheld

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low Back
Complaints. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG).

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Topical
Analgesics Page(s): 111-113.

Decision rationale: Pennsaid is diclofenac topical solution and topical DMSO. With regard to
topical diclofenac sodium, the MTUS states: "Indicated for relief of osteoarthritis pain in joints
that lend themselves to topical treatment (ankle, elbow, foot, hand, knee, and wrist)." The
documentation submitted for review indicates that the injured worker uses this lotion for
shoulder pain. However, there is no documentation of osteoarthritis or tendinitis. As such,
medical necessity cannot be affirmed. Therefore, this request is not medically necessary.



