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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: New York
Certification(s)/Specialty: Internal 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 62-year-old female, who sustained an industrial injury on August 2,
2007, incurring low back injuries after a fall from a chair. She was diagnosed with lumbar disc
disease, lumbar degenerative spondylolisthesis and lumbar central spinal stenosis with bilateral
foraminal stenosis. Treatment included neuropathic medications; topical analgesic patches, anti-
inflammatory drugs, pain medications and antidepressants, physical therapy, acupuncture,
Radiofrequency Ablation, surgical intervention, and modified work activities. Currently, the
injured worker complained of persistent chronic low back pain radiating to the left lower
extremity rated 6 out of 10. She noted the pain to be continuous which was relieved somewhat
by medications. The treatment plan that was requested for authorization included prescriptions
for Norco, Butrans, Docusate, Ibuprofen, Neurontin and Lidoderm.

IMR ISSUES, DECISIONS AND RATIONALES

The Final Determination was based on decisions for the disputed items/services set forth below:
Norco 10/325mg with 1 refill: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
20009.




MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Opioids for chronic pain.

Decision rationale: MTUS recommends that ongoing review and documentation of pain relief,
functional status, appropriate medication use, and side effects must be documented with the use
of Opioids. Satisfactory response to treatment may be indicated by the patient's decreased pain,
increased level of function, or improved quality of life. Guidelines recommend using key factors
such as pain relief, side effects, physical and psychosocial functioning, and the occurrence of
any potentially aberrant (or non-adherent) drug-related behaviors, to monitor chronic pain
patients on opioids. Assessment for the likelihood that the patient could be weaned from opioids
is recommended if there is no overall improvement in pain or function, unless there are
extenuating circumstances and if there is continuing pain with the evidence of intolerable
adverse effects. The injured worker complains of chronic radicular low back pain.
Documentation fails to demonstrate adequate improvement in level of function or pain, to
support the medical necessity for continued use of opioids. In the absence of significant response
to treatment, the request for Norco 10/325mg with 1 refill is not medically necessary.

Butrans 15mcg #4 with 1 refill: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
2009.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Opioids for chronic pain. Decision based on Non-MTUS Citation Official Disability
Guidelines (ODG) Buprenorphine.

Decision rationale: Per guidelines, Butran's patch (Buprenorphine) is recommended as an
option for treatment of chronic pain in selected patients, including those with a hyperalgesic
component to pain, centrally mediated pain, neuropathic pain or at high-risk of non-adherence
with standard opioid maintenance. It is also recommended for analgesia in patients who have
previously been detoxified from other high-dose opioids. Documentation revealed that the
injured worker complains of chronic radicular low back pain. Physician reports fail to show
significant improvement in pain or level of function to justify the continued use of Butran's
patch. The request for Butrans 15mcg #4 with 1 refill is not medically necessary.

Docusate 100mg #60 with 1 refill: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
20009.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation www.nlm.nih.gov/medlineplus.

Decision rationale: Stool softeners are used on a short-term basis to treat constipation. Being
that the continued use of Opioids has not been recommended for this injured worker, the use of
Docusate to treat opioid-induced constipation is no longer indicated. The request for Docusate
100mg #60 with 1 refill is not medically necessary.


http://www.nlm.nih.gov/medlineplus

Ibuprofen 800mg #60 with 1 refill: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
2009.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): NSAIDs (non-steroidal anti-inflammatory drugs).

Decision rationale: Per MTUS, Non-steroidal anti-inflammatory drugs (NSAIDS) are
recommended at the lowest dose for the shortest period in patients with moderate to severe pain.
Acetaminophen may be considered for initial therapy for patients with mild to moderate pain,
and in particular, for those with gastrointestinal, cardiovascular or renovascular risk factors.
There is no evidence of long-term effectiveness for pain or function. NSAIDS are
recommended as a second-line treatment after acetaminophen for the treatment of acute
exacerbations of chronic low back pain. The injured worker's symptoms are chronic and
ongoing, without evidence of acute exacerbation or significant improvement in pain on current
medication regimen. With MTUS guidelines not being met, the request for Ibuprofen 800mg
#60 with 1 refill is not medically necessary.

Neurontin 600mg #60 with 1 refill: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
2009.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Anti-epilepsy drugs (AEDS).

Decision rationale: MTUS states that Anti-epilepsy drugs (AEDs) are recommended for
neuropathic pain (pain due to nerve damage). After initiation of treatment, there should be
documentation of pain relief and improvement in function as well as documentation of side
effects incurred with use. The continued use of AEDs depends on improved outcomes versus
tolerability of adverse effects. The injured worker complains of chronic radicular low back pain.
Documentation fails to show significant improvement in pain or level of function to support the
medical necessity for continued use of Neurontin. The request for Neurontin 600mg #60 with 1
refill is not medically necessary by MTUS

Lidoderm 5% #90 with 1 refill: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
20009.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Topical Analgesics.



Decision rationale: Lidocaine is recommended for localized peripheral pain after there has been
evidence of a trial of first-line therapy, including tri-cyclic or SNRI anti-depressants or an anti-
epileptic drug. Per guidelines, further research is needed to recommend Lidoderm for the
treatment of chronic neuropathic pain disorders other than post-herpetic neuralgia. Physician
reports fail to demonstrate supporting evidence of significant improvement in the injured
worker's pain to establish the medical necessity for ongoing use of Lidoderm patch. The request
for Lidoderm 5% #90 with 1 refill is not medically necessary by lack of meeting MTUS criteria.



