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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 

Certification(s)/Specialty: Physical Medicine & Rehabilitation 

 

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 55-year-old male with an industrial injury dated 09-19-1988.  His 

diagnoses included lumbar myofascial pain, anxiety and depression and post laminectomy 

syndrome - lumbar. Prior treatment included medications, TENS unit, lumbar surgery, 

chiropractic treatment and acupuncture. He presented on 06/19/2015 with complaints of low 

back pain and "all over body." Pain medications allow 60% improved function with activities of 

daily living, standing, walking and sitting. Physical exam of the lumbar spine revealed pain with 

extension and range of motion.  He rated his pain level as 7 out of 10 with medications and 10 

out of 10 without medications. Treatment plan included refill medications, weight loss, home 

exercise program and return in one month. The treatment request for Amitriptyline HCL 50 mg 

#30 was authorized. The treatment request for review is: Ambien CR 12.5 mg #30. Androgel 

AAA 5% #60. Lidoderm patch 5% #60. Oxycontin 20 mg #60. Methadone 10 mg #180. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Oxycontin 20mg #60: Upheld 



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

Oxycontin (oxycodone); Opioids, dosing.  

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Medications for chronic pain, CRITERIA FOR USE OF OPIOIDS Page(s): 60, 61, 76-78, 88,89, 

80, 81.  

Decision rationale: The patient presents with pain in the right leg and low back. The request is 

for OXYCONTIN 20 MG #60. Physical examination to the lumbar spine on 04/09/15 revealed 

tenderness to palpation over the L2-L5 paraspinal muscles. Per 07/17/15 Request for 

Authorization form, patient's diagnosis includes FBSS, radiculitis, and LDD. Patient's 

medications, per 06/19/15 report include Androgel AAA 5%, Lidoderm Patch 5%, 

Amitriptyline, Methadone, Oxycontin, Valium, and Ambien. Patient's work status was not 

specified. MTUS Guidelines pages 88 and 89 states: "Pain should be assessed at each visit, and 

functioning should be measured at 6-month intervals using a numerical scale or validated 

instrument." MTUS page 78 also requires documentation of the 4As (analgesia, ADLs, adverse 

side effects, and adverse behavior), as well as "pain assessment" or outcome measures that 

include current pain, average pain, least pain, intensity of pain after taking the opioid, time it 

takes for medication to work and duration of pain relief.  MTUS p77 states: "function should 

include social, physical, psychological, daily and work activities, and should be performed using 

a validated instrument or numerical rating scale." Pages 80, 81 of MTUS also states "There are 

virtually no studies of opioids for treatment of chronic lumbar root pain with resultant 

radiculopathy," and for chronic back pain, it "Appears to be efficacious but limited for short-

term pain relief, and long-term efficacy is unclear (>16 weeks), but also appears limited." The 

treater does not specifically discuss this request. The progress reports from 01/20/15 through 

07/17/15 all list Oxycontin but does not adequately discuss its impact on the patient's pain and 

function. No before and after pain scales are used for analgesia although there is a statement that 

there is significant pain reduction. No ADL's are discussed showing specific functional 

improvement. There are no UDS reports; no adverse effect and other measures of aberrant 

behavior are discussed either. Outcome measures are not discussed and no validated instruments 

are used showing functional improvement as required by MTUS. Furthermore, MTUS does not 

support long-term use of opiates for chronic low back pain and on-going use of opiates does not 

appear appropriate for this patient's condition. The request IS NOT medically necessary.  

Ambien CR 12.5mg #30: Upheld 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG), Mental 

Illness & Stress: Ambien (3/25/15).  

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain (Chronic) 

Chapter, under Zolpidem (Ambien).  

Decision rationale: The patient presents with pain in the right leg and low back. The request is 

for AMBIEN CR 12.2 MG #30. Physical examination to the lumbar spine on 04/09/15 revealed 

tenderness to palpation over the L2-L5 paraspinal muscles. Per 07/17/15 Request for 

Authorization form, patient's diagnosis includes FBSS, radiculitis, and LDD. Patient's 

medications, per 06/19/15 report include Androgel AAA 5%, Lidoderm Patch 5%, 

Amitriptyline, Methadone, Oxycontin, Valium, and Ambien. Patient's work status was not 

specified. ODG- TWC, Pain (Chronic) Chapter, Zolpidem (Ambien) Section states: "Zolpidem is 



a prescription short-acting nonbenzodiazepine hypnotic, which is recommended for short-term 

(7-10 days) treatment of insomnia. Proper sleep hygiene is critical to the individual with chronic 

pain and often is hard to obtain. Various medications may provide short-term benefit. While 

sleeping pills, so-called minor tranquilizers, and anti-anxiety agents are commonly prescribed in 

chronic pain, pain specialists rarely, if ever, recommend them for long-term use. They can be 

habit-forming, and they may impair function and memory more than opioid pain relievers. There 

is also concern that they may increase pain and depression over the long-term. (Feinberg, 2008)" 

Treater has not discussed this request. Patient has been prescribed Ambien from 01/20/15 and 

07/17/15. ODG recommends Ambien for short-term (7-10 days) treatment of insomnia, due to 

negative side effect profile. Furthermore, the request for quantity 30 in addition to previous 

intake of this medication does not indicate intended short-term use of this medication.  The 

request is not in line with guideline indications. Therefore, the request IS NOT medically 

necessary.  

Methadone 10mg #180: Upheld 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.  

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Medications for chronic pain, CRITERIA FOR USE OF OPIOIDS Page(s): 60,61, 76-78, 88,89. 

Decision rationale: The patient presents with pain in the right leg and low back. The request is 

for METHADONE 10 MG #180. Physical examination to the lumbar spine on 04/09/15 revealed 

tenderness to palpation over the L2-L5 paraspinal muscles. Per 07/17/15 Request for 

Authorization form, patient's diagnosis includes FBSS, radiculitis, and LDD. Patient's 

medications, per 06/19/15 report include Androgel AAA 5%, Lidoderm Patch 5%, 

Amitriptyline, Methadone, Oxycontin, Valium, and Ambien. Patient's work status was not 

specified. MTUS Guidelines pages 88 and 89 states, "Pain should be assessed at each visit, and 

functioning should be measured at 6-month intervals using a numerical scale or validated 

instrument." MTUS page 78 also requires documentation of the 4As (analgesia, ADLs, adverse 

side effects, and adverse behavior), as well as "pain assessment" or outcome measures that 

include current pain, average pain, least pain, intensity of pain after taking the opioid, time it 

takes for medication to work and duration of pain relief.  MTUS p77 states: "function should 

include social, physical, psychological, daily and work activities, and should be performed using 

a validated instrument or numerical rating scale." Pages 80, 81 of MTUS also states "There are 

virtually no studies of opioids for treatment of chronic lumbar root pain with resultant 

radiculopathy," and for chronic back pain, it "Appears to be efficacious but limited for short-

term pain relief, and long-term efficacy is unclear (>16 weeks), but also appears limited." The 

treater does not specifically discuss this request. The utilization review letter dated 06/30/15 

modified the request #180 to #105, recommending a taper. The progress reports from 01/20/14 

through 07/17/15 all list Methadone but do not adequately discuss its impact on the patient's pain 

and function. No before and after pain scales are used for analgesia. No ADL's are discussed 

showing specific functional improvement. No UDS is provided, no adverse effect and other 

measures of aberrant behavior are discussed either. Outcome measures are not discussed and no 

validated instruments are used showing functional improvement as required by MTUS. 

Furthermore, MTUS does not support long-term use of opiates for chronic low back pain and on-

going use of opiates does not appear appropriate for this patient's condition. The request IS NOT 

medically necessary.  



Androgel AAA 5% #60: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.  

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain chapter under 

testosterone replacement treatments.  

 

Decision rationale: The patient presents with pain in the right leg and low back. The request is 

for ANDROGEL AAA 5% #60. Physical examination to the lumbar spine on 04/09/15 revealed 

tenderness to palpation over the L2-L5 paraspinal muscles. Per 07/17/15 Request for 

Authorization form, patient's diagnosis includes FBSS, radiculitis, and LDD. Patient's 

medications, per 06/19/15 report include Androgel AAA 5%, Lidoderm Patch 5%, 

Amitriptyline, Methadone, Oxycontin, Valium, and Ambien. Patient's work status was not 

specified. The MTUS and ACOEM Guidelines do not address this request.  However, ODG 

Guidelines under the Pain chapter on testosterone replacement treatments for hypogonadism 

states that it is recommended in limited circumstances for patients taking high-dose, long-term 

opioids with documented low- testosterone levels. Hypogonadism has been noted in patients 

receiving intrathecal opioids and long-term, high-dose opioids. The treater does not specifically 

discuss this request. The patient has been prescribed Androgel since at least 01/20/15. In this 

case, there is no documentation of low levels of testosterone. There are no recent laboratory 

studies of testosterone level to show that the replacement is helping. ODG recommends 

testosterone replacement for patients taking high-dose long-term opioids with documented low 

testosterone levels. The request does not meet guideline recommendations and therefore, it IS 

NOT medically necessary.  

 

Lidoderm patch 5% #60: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS. Decision based on Non-MTUS Citation ODG, Chronic Pain: Medications for Chronic 

Pain (6/15/15).  

 

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

Page(s): 112.  

 

Decision rationale: The patient presents with pain in the right leg and low back. The request is 

for ANDROGEL AAA 5% #60. Physical examination to the lumbar spine on 04/09/15 revealed 

tenderness to palpation over the L2-L5 paraspinal muscles. Per 07/17/15 Request for 

Authorization form, patient's diagnosis includes FBSS, radiculitis, and LDD. Patient's 

medications, per 06/19/15 report include Androgel AAA 5%, Lidoderm Patch 5%, 

Amitriptyline, Methadone, Oxycontin, Valium, and Ambien. Patient's work status was not 

specified. MTUS Page 112 also states: "Lidocaine Indication: Neuropathic pain Recommended 

for localized peripheral pain after there has been evidence of a trial of first-line therapy (tri-

cyclic or SNRI anti-depressants or an AED such as gabapentin or Lyrica). Topical lidocaine, in 

the formulation of a dermalpatch (Lidoderm) has been designated for orphan status by the FDA 

for neuropathic pain." When reading ODG guidelines, it specifies that Lidocaine patches are 

indicated as a trial if there is "evidence of localized pain that is consistent with a neuropathic 

etiology." ODG further requires documentation of the area for treatment, trial of a short-term use 

with outcome documenting pain and function. The treater does not specifically discuss this 

request. Patient has received prescriptions for Lidoderm Patch from 01/20/15 and 07/17/15. 



However, the treater has not discussed how this medication specifically helps in pain reduction 

and functional improvement. MTUS page 60 requires recording of pain and function when 

medications are used for chronic pain. Furthermore, the patient does not present with localized, 

peripheral neuropathic pain for which this medication is indicated. The request does not meet 

guideline recommendations and therefore, it IS NOT medically necessary.  


