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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
Medicine and is licensed to practice in Texas and Ohio. 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 38-year-old male who reported an injury on 06/21/2012. The mechanism
of injury was not provided. His diagnoses were noted to include mood disorder, postlumbar
laminectomy syndrome, disc disorder lumbar, and chronic back pain. His past treatments were
noted to include medial branch block, epidural steroid injection, and medication. Diagnostic
studies were not provided. His surgical history was noted to include interbody and posterior
fusion at L5-S1 level with lumbar spine multiplanar reconstruction on 09/14/2005. During the
assessment on 11/24/2014, the injured worker complained of lower backache. He rated his pain
with medications as a 3/10 and rated his pain without medications as an 8/10. The physical
examination of the lumbar spine revealed restricted range of motion with flexion limited to 60
degrees limited by pain, right lateral bending limited to 15 degrees, left lateral bending limited to
10 degrees with normal extension, lateral rotation to the left, and lateral rotation to the right.
There was tenderness to palpation on the left side of the paravertebral muscles, with a negative
straight leg raise. His medication was noted to include MS Contin 15 mg 1 tablet twice a day,
Lidoderm patch 5% apply for 12 hours per day as needed, Flexeril 10 mg take 1 tablet twice a
day as needed, Roxicodone 15 mg 1 tablet every 8 hours as needed for pain, and oxycodone
HCL 5 mg take 1 tablet twice a day as needed. The treatment plan was to continue current
medication regimen and consider epidural steroid injections for low back and radicular leg pain.
The rationale for Flexeril 10 mg and Lidoderm patch 5% was to optimize function and activities
of daily living. The Request for Authorization form was dated 11/04/2014.

IMR ISSUES, DECISIONS AND RATIONALES




The Final Determination was based on decisions for the disputed items/services set forth below:
FLEXERIL 10MG #60: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Muscle
Relaxants Page(s): 63-64.

Decision rationale: The request for Flexeril 10 mg #60 is not medically necessary. The
California MTUS Guidelines recommend cyclobenzaprine for a short course of therapy.

Limited, mixed evidence does not allow for a recommendation of chronic use. Cyclobenzaprine
is a skeletal muscle relaxant and a central nervous system depressant with similar effects to
tricyclic antidepressants. There was no additional benefit shown in combination with NSAIDs.
Efficacy appears to diminish over time and prolonged use of some medications in this class may
lead to dependence. Due to the guidelines not recommending cyclobenzaprine for long term use,
the request for Flexeril 10 mg #60 is not medically necessary.

LIDODERM PATCH 5% #30 WITH 3 REFILLS: Upheld

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

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

Decision rationale: The California MTUS Guidelines indicate that topical lidocaine, in the
formulation of a dermal patch known as Lidoderm, has been designed for orphan status by the
FDA for neuropathic pain. No other commercially approved topical formulations of lidocaine
"whether creams, lotions, or gels,"” are indicated for neuropathic pain. The guidelines state that
topical analgesics are largely experimental in use with few randomized controlled trials to
determine efficacy or safety and are primarily recommended for neuropathic pain when trials of
antidepressants and anticonvulsants have failed. Lidocaine is recommended for localized
peripheral pain after there has been evidence of a trial of first time therapy. There was a lack of
subjective complaints of neuropathic pain and adequate documentation regarding failure of
antidepressants and anticonvulsants. Additionally, the application site and frequency of the
proposed medication was also not provided. Given the above, the request for Lidoderm patch
5% #30 with 3 refills is not medically necessary.



