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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: Indiana 

Certification(s)/Specialty: Preventive Medicine, Occupational Medicine 

 

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 58-year-old male, who sustained an industrial injury on 1/22/02. The 

progress report dated 1/8/15 noted that the injured worker has complaints of low back pain. He 

has a normal appearing gait; no sciatic list or foot drop; has restricted lumbar range of motion 

with tenderness to palpation at the lumbosacral junction; sensory and motor examination of 

lower extremities are intact and there are spasm/guarding in the lower back. The diagnoses have 

included status post lumbar fusion and sacroiliac dysfunction. According to the utilization review 

performed on 12/13/14, the requested 1 prescription of Percocet 10/325mg #240 has been 

modified to 1 prescription of Percocet 10/325mg #45. The requested 1 CT Scan of the Lumbar 

Spine without contrast and 1 Liver Function Test Lab has been non-certified. Chronic Pain 

Medical Treatment Guidelines and National Guidelines Clearinghouse was used in the utilization 

review. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Percocet 10/325mg #240: Upheld 

 

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

Opioids. 



 

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

Page(s): 74-96. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Low Back Lumbar & Thoracic (Acute & Chronic), Opioids. 

 

Decision rationale: Percocet (oxycodone with acetaminophen) is a short-acting opioid. Chronic 

pain guidelines and ODG do not recommend opioid except for short use for severe cases, not to 

exceed 2 weeks and Routine long-term opioid therapy is not recommended, and ODG 

recommends consideration of a one-month limit on opioids for new chronic non-malignant pain 

patients in most cases, as there is little research to support use. The research available does not 

support overall general effectiveness and indicates numerous adverse effects with long-term use. 

The latter includes the risk of ongoing psychological dependence with difficultly weaning. 

Medical documents indicate that the patient has been on Percocet for several months, in excess 

of the recommended 2-week limit. Additionally, indications for when opioids should be 

discontinued include if there is no overall improvement in function, unless there are extenuating 

circumstances. The treating physician does document some pain level improvement, however, 

does not document overall improvement in function, which is required for continued use of this 

medication. As such, the request for Percocet is not medically necessary. 

 

CT Scan of the Lumbar Spine without contrast: Upheld 

 

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

Complaints Page(s): 59. Decision based on Non-MTUS Citation ODG, Low Back. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Low Back 

Lumbar & Thoracic (Acute & Chronic), CT. 

 

Decision rationale: MTUS states the following: "Unequivocal objective findings that identify 

specific nerve compromise on the neurologic examination are sufficient evidence to warrant 

imaging in patients who do not respond to treatment and who would consider surgery an option. 

When the neurologic examination is less clear, however, further physiologic evidence of nerve 

dysfunction should be obtained before ordering an imaging study. Indiscriminant imaging will 

result in false-positive findings, such as disk bulges, that are not the source of painful symptoms 

and do not warrant surgery. If physiologic evidence indicates tissue insult or nerve impairment, 

the practitioner can discuss with a consultant the selection of an imaging test to define a potential 

cause (magnetic resonance imaging [MRI] for neural or other soft tissue, computer tomography 

[CT] for bony structures)." ODG states, Imaging is indicated only if they have severe progressive 

neurologic impairments or signs or symptoms indicating a serious or specific underlying 

condition, or if they are candidates for invasive interventions. Immediate imaging is 

recommended for patients with major risk factors for cancer, spinal infection, cauda equina 

syndrome, or severe or progressive neurologic deficits. Imaging after a trial of treatment is 

recommended for patients who have minor risk factors for cancer, inflammatory back disease, 

vertebral compression fracture, radiculopathy, or symptomatic spinal stenosis. Subsequent 

imaging should be based on new symptoms or changes in current symptoms. The medical notes 

provided did not document (physical exam, objective testing, or subjective complaints) any red 



flags, significant worsening in symptoms or other findings suggestive of the pathologies outlined 

in the above guidelines. As such, the request for CT lumbar spine is not medically necessary. 

 

Liver Function Test Lab: Upheld 

 

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

for its decision. 

 

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

Page(s): 70. 

 

Decision rationale: MTUS references liver function tests in the context of NSAID adverse 

effective monitoring, Routine Suggested Monitoring: Package inserts for NSAIDs recommend 

periodic lab monitoring of a CBC and chemistry profile (including liver and renal function tests). 

There has been a recommendation to measure liver transaminases within 4 to 8 weeks after 

starting therapy, but the interval of repeating lab tests after this treatment duration has not been 

established. The medical records do not indicated any reason for another liver function test, such 

as abnormal exam, lab, or imaging findings. As such, the request for 1 liver function test is not 

medically necessary. 


