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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, 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 64 year old female, who sustained an industrial injury on 1-10-2013.
Diagnoses include discogenic cervical condition with disc disease C3-7 and right sided
radiculopathy, status post fusion L4-5, head injury status post-concussion with persistent
headaches, blurry vision, memory changes, difficulty with concentration, anxiety and stress, and
weight loss, sleep, stress and depression due to chronic pain and inactivity. Treatment to date has
included L4-5 fusion (undated), medications, 2 lead TENS, cervical pillow and diagnostics. A
progress report dated August 6, 2015 indicates that the patient continues to have quite a few
headaches, and she has not seen a neurologist for 2 years with neurology consultation being
denied. She needs headache medicine and her fusion is over 9 months ago. She underwent fusion
at L4-5. The note indicates that she has not had a back brace but does have a 2 lead tens unit. The
note also states that the patient is receiving Norco and fentanyl from her family physician at
Kaiser, "therefore | am not getting involved." Objective findings do not contain any physical
examination of the patient's back or lower extremities. The diagnoses include cervical discogenic
disease with right-sided radiculopathy, status post fusion of L4-5, head injury postconcussion
with persistent headaches and other symptoms, and chronic pain. The treatment plan
recommends medication, and requests an extension for EMG of the lower extremity, which has
been approved in the past. The note goes on to state that the patient has not had any therapy since
her back surgery. The plan of care included, and authorization was requested on 8-06-2015 for
medications including Naproxen, Aciphex, Ultracet, Effexor, Trazodone, Norflex and Lunesta,
consultation, physical therapy, EMG (electromyography) NCV (nerve conduction studies), hot




and cold wrap, lumbar back support insert and 4 lead TENS unit. On 8-18-2015, Utilization
Review modified the request for Lunesta 2mg for tapering. A progress report dated May 20,
2015 indicates that the patient has been authorized for naproxen and Lunesta.

IMR ISSUES, DECISIONS AND RATIONALES

The Final Determination was based on decisions for the disputed items/services set forth below:
Lunesta 2mg/1 (Oral), #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- Mental IlIness
and Stress.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Chronic Pain,
Sleep Medication.

Decision rationale: Regarding the request for Lunesta (eszopiclone), California MTUS
guidelines are silent regarding the use of sedative hypnotic agents. ODG recommends the short-
term use (usually two to six weeks) of pharmacological agents only after careful evaluation of
potential causes of sleep disturbance. They go on to state the failure of sleep disturbances to
resolve in 7 to 10 days, may indicate a psychiatric or medical illness. Within the documentation
available for review, there are no subjective complaints of insomnia, no discussion regarding
how frequently the insomnia complaints occur or how long they have been occurring, no
statement indicating what behavioral treatments have been attempted for the condition of
insomnia, and no statement indicating how the patient has responded to Lunesta treatment.
Finally, there is no indication that Lunesta is being used for short-term use as recommended by
guidelines. In the absence of such documentation, the currently requested Lunesta (eszopiclone)
is not medically necessary.

Four Lead TENS unit: Upheld

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

MAXIMUS guideline: Decision based on MTUS Low Back Complaints 2004, Section(s):
Physical Methods, and Chronic Pain Medical Treatment 2009, Section(s): Transcutaneous
electrotherapy.

Decision rationale: Regarding the request for Four Lead TENS unit, Chronic Pain Medical
Treatment Guidelines state that transcutaneous electrical nerve stimulation (TENS) is not
recommended as a primary treatment modality, but a one-month home-based TENS trial may be
considered as a noninvasive conservative option if used as an adjunct to a program of evidence-
based functional restoration. Guidelines recommend failure of other appropriate pain modalities
including medications prior to @ TENS unit trial. Prior to TENS unit purchase, one month trial
should be documented as an adjunct to ongoing treatment modalities within a functional



restoration approach, with documentation of how often the unit was used, as well as outcomes in
terms of pain relief and function. Within the documentation available for review, there is no
indication that the patient has undergone a 30-day TENS unit trial, and no documentation of any
specific objective functional deficits which a tens unit trial would be intended to address.
Additionally, it appears the patient already has a tens unit, and there is no statement indicating
how frequently it is used, how much analgesic efficacy provides, and whether there is any
objective functional improvement. Finally, the rationale for a 4 lead unit has also not been
provided. In the absence of clarity regarding those issues, the currently requested Four Lead
TENS unit is not medically necessary.

Lumbar back support: Upheld

Claims Administrator guideline: Decision based on MTUS Low Back Complaints 2004.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG)- low back chapter.

MAXIMUS guideline: Decision based on MTUS Low Back Complaints 2004, Section(s): Inital
Care, Physical Methods. Decision based on Non-MTUS Citation Official Disability Guidelines
(ODG) Low Back Chapter, Lumbar Supports.

Decision rationale: Regarding the request for Lumbar back support, ACOEM guidelines state
that lumbar supports have not been shown to have any lasting benefit beyond the acute phase of
symptom relief. ODG states that lumbar supports are not recommended for prevention. They go
on to state the lumbar support are recommended as an option for compression fractures and
specific treatment of spondylolisthesis, documented instability, and for treatment of nonspecific
low back pain. ODG goes on to state that for nonspecific low back pain, compared to no lumbar
support, elastic lumbar belt maybe more effective than no belt at improving pain at 30 and 90
days in people with subacute low back pain lasting 1 to 3 months. However, the evidence was
very weak. Within the documentation available for review, it does not appear that this patient is
in the acute or subacute phase of his treatment. Additionally, there is no documentation
indicating that the patient has a diagnosis of compression fracture, spondylolisthesis, or
instability. As such, the currently requested Lumbar back support is not medically necessary.

Conductive garment: Upheld

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence
for its decision.

MAXIMUS guideline: Decision based on MTUS Low Back Complaints 2004, Section(s):
Physical Methods, and Chronic Pain Medical Treatment 2009, Section(s): Transcutaneous
electrotherapy.

Decision rationale: Regarding the request for Conductive garment, Chronic Pain Medical
Treatment Guidelines state that transcutaneous electrical nerve stimulation (TENS) is not
recommended as a primary treatment modality, but a one-month home-based TENS trial may be
considered as a noninvasive conservative option if used as an adjunct to a program of evidence-
based functional restoration. Guidelines recommend failure of other appropriate pain modalities
including medications prior to a TENS unit trial. Prior to TENS unit purchase, one month trial



should be documented as an adjunct to ongoing treatment modalities within a functional
restoration approach, with documentation of how often the unit was used, as well as outcomes in
terms of pain relief and function. Within the documentation available for review, there is no
indication that the patient has undergone a 30-day TENS unit trial, and no documentation of any
specific objective functional deficits which a tens unit trial would be intended to address.
Additionally, it appears the patient already has a tens unit, and there is no statement indicating
how frequently it is used, how much analgesic efficacy provides, and whether there is any
objective functional improvement. Finally, the rationale for a 4 lead unit or associated
conductive garment has also not been provided. In the absence of clarity regarding those issues,
the currently requested Conductive garment is not medically necessary.

Physical therapy for the back, x12: Upheld

Claims Administrator guideline: Decision based on MTUS Low Back Complaints 2004.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) - low back
chapter.

MAXIMUS guideline: Decision based on MTUS Low Back Complaints 2004, Section(s):
Physical Methods, and Chronic Pain Medical Treatment 2009, Section(s): Physical Medicine.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Low Back
Chapter, Physical Therapy.

Decision rationale: Regarding the request for Physical therapy for the back, x12, Chronic Pain
Medical Treatment Guidelines recommend a short course of active therapy with continuation of
active therapies at home as an extension of the treatment process in order to maintain
improvement levels. ODG has more specific criteria for the ongoing use of physical therapy.
ODG recommends a trial of physical therapy. If the trial of physical therapy results in objective
functional improvement, as well as ongoing objective treatment goals, then additional therapy
may be considered. Within the documentation available for review, there is no is no recent
lumbar physical examination with indication of any specific objective treatment goals and no
statement indicating why an independent program of home exercise would be insufficient to
address any objective deficits. Furthermore, the request exceeds the amount of PT recommended
as a trial (6-visits) by the CA MTUS and, unfortunately, there is no provision for modification of
the current request. In the absence of such documentation, the current request for Physical
therapy for the back, x12 is not medically necessary.

Naproxen Sodium 550mg/ (ORAL), x60: Overturned

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), NSAIDs, GI symptoms &
cardiovascular risk, NSAIDs, hypertension and renal function, NSAIDs, specific drug list &
adverse effects.



Decision rationale: Regarding the request for Naproxen, Chronic Pain Medical Treatment
Guidelines state that NSAIDs are recommended at the lowest dose for the shortest period in
patients with moderate to severe pain. Within the documentation available for review, it appears
the patient has significant pain, and unfortunately the medical necessity for numerous requested
treatments has not been documented. It is acknowledged, there is no documentation of analgesic
efficacy and/or objective improvement as a result of this medicine. However, it appears the
patient has not been on this medicine very long. Therefore, a one-month prescription of this
medicine should allow the requesting physician time to better document analgesic efficacy
and/or objective improvement as well as discussion regarding side effect from its use, to support
its ongoing use. Therefore, the currently requested naproxen is medically necessary.

AcipHex 20mg/1 (ORAL), #60: 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, Gl symptoms & cardiovascular risk. Decision based on Non-MTUS
Citation Official Disability Guidelines (ODG) Pain Chapter, Proton Pump Inhibitors (PPIs).

Decision rationale: Regarding the request for AcipHex, California MTUS states that proton
pump inhibitors are appropriate for the treatment of dyspepsia secondary to NSAID therapy or
for patients at risk for gastrointestinal events with NSAID use. Additionally, ODG recommends
Nexium, Protonix, Dexilant, and AcipHex for use as 2nd line agents, after failure of omeprazole
or lansoprazole. Within the documentation available for review, there is no indication that the
patient has complaints of dyspepsia secondary to NSAID use, a risk for gastrointestinal events
with NSAID use, or another indication for this medication. Furthermore, there is no indication
that the patient has failed first-line agents prior to initiating treatment with AcipHex (a 2nd line
proton pump inhibitor). In the absence of clarity regarding those issues, the currently requested
AcipHex is not medically necessary.

Ultracet 325mg/1; 37.5mg/1 (ORAL), #60: 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 (Classification), Opioids, California Controlled Substance Utilization
Review and Evaluation System (CURES) [DWC], Opioids, criteria for use, Opioids for chronic
pain, Opioids for neuropathic pain, Opioids for osteoarthritis, Opioids, cancer pain vs.
nonmalignant pain, Opioids, dealing with misuse & addiction, Opioids, differentiation:
dependence & addiction, Opioids, dosing, Opioids, indicators for addiction, Opioids, long-term
assessment.

Decision rationale: Regarding the request for Ultracet, California Pain Medical Treatment
Guidelines state that this is an opiate pain medication. Due to high abuse potential, close follow-



up is recommended with documentation of analgesic effect, objective functional improvement,
side effects, and discussion regarding any aberrant use. Guidelines go on to recommend
discontinuing opioids if there is no documentation of improved function and pain. Within the
documentation available for review, there is no indication that the medication is improving the
patient's function or pain (in terms of specific examples of functional improvement and percent
reduction in pain or reduced NRS), no documentation regarding side effects, and no discussion
regarding aberrant use. As such, there is no clear indication for ongoing use of the medication.
Furthermore, it appears the patient is receiving schedule 2 narcotics (Norco and fentanly) from
another physician, and it is unclear why additional opiate pain medication, from a second doctor,
would be prescribed. In light of the above issues, the currently requested Ultracet is not
medically necessary.

Effexor XR 75mg, #60: Upheld

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

MAXIMUS guideline: Decision based on MTUS Stress-Related Conditions 2004, Section(s):
Treatment, and Chronic Pain Medical Treatment 2009, Section(s): Antidepressants for chronic
pain, SNRIs (serotonin noradrenaline reuptake inhibitors).

Decision rationale: Regarding the request for Effexor, Chronic Pain Medical Treatment
Guidelines states that Cymbalta is an SNRI antidepressant that has been shown to be effective in
relieving neuropathic pain of different etiologies. Additionally, guidelines recommend follow-up
evaluation with mental status examinations to identify whether depression is still present.
Guidelines indicate that a lack of response to antidepressant medications may indicate other
underlying issues. Within the documentation available for review, there is no evidence of any
subjective complaints of depression or a recent mental status examinations to determine a
diagnosis of depression. Additionally, if Effexor has been prescribed previously, there is no
documentation indicating whether or not the patient has responded to the Effexor treatment.
Antidepressants should not be abruptly discontinued, but unfortunately, there is no provision to
modify the current request to allow tapering. In the absence of clarity regarding those issues, the
currently requested Effexor is not medically necessary.

Trazadone hydrochloride 50mg/1 (ORAL), #60: Upheld

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

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Chronic Pain,
Sleep Medication, Insomnia treatment.

Decision rationale: Regarding the request for trazodone, California MTUS guidelines are silent
regarding the use of sedative hypnotic agents. ODG recommends the short-term use (usually two
to six weeks) of pharmacological agents only after careful evaluation of potential causes of sleep



disturbance. They go on to state the failure of sleep disturbances to resolve in 7 to 10 days, may
indicate a psychiatric or medical illness. It is recommended that treatments for insomnia should
reduce time to sleep onset, improve sleep maintenance, avoid residual effects and increase next-
day functioning. Within the documentation available for review, there are no subjective
complaints of insomnia, no discussion regarding how frequently the insomnia complaints occur
or how long they have been occurring, no statement indicating what behavioral treatments have
been attempted for the condition of insomnia, and no statement indicating how the patient has
responded to trazodone treatment. In the absence of such documentation, the currently requested
trazodone is not medically necessary.

Norflex 100mg, #60: 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): Muscle relaxants (for pain).

Decision rationale: Regarding the request for orphenadrine (Norflex), Chronic Pain Medical
Treatment Guidelines support the use of nonsedating muscle relaxants to be used with caution as
a 2nd line option for the short-term treatment of acute exacerbations of pain. Guidelines go on to
state that orphenadrine specifically is recommended for a short course of therapy. Within the
documentation available for review, there is no identification of a specific analgesic benefit or
objective functional improvement as a result of the orphenadrine. Additionally, it does not
appear that this medication is being prescribed for the short-term treatment of an acute
exacerbation, as recommended by guidelines. Finally, there is no documentation of failure of
first-line treatment options, as recommended by guidelines. In the absence of such
documentation, the currently requested orphenadrine (Norflex) is not medically necessary.

Neurology consultation: Overturned

Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation ACOEM Guidelines, chapter 7, pg. 127.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation American College of Occupational and Environmental
Medicine (ACOEM), 2nd Edition, (2004) Occupational Medicine Practice Guidelines,
Independent Medical Examinations and Consultations Chapter, Page 127.

Decision rationale: Regarding the request for consultation, California MTUS does not address
this issue. ACOEM supports consultation if a diagnosis is uncertain or extremely complex, when
psychosocial factors are present, or when the plan or course of care may benefit from additional
expertise. Within the documentation available for review, it appears the patient has ongoing
headaches as a result of a head injury. It does not appear that the patient has recently seen a
neurologist or has responded to conservative treatment. As such, obtaining neurology



consultation to evaluate this condition is a reasonable next step in treatment. As such, the
currently requested neurology consultation is medically necessary.

Back support insert: Upheld

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence
for its decision.

MAXIMUS guideline: Decision based on MTUS Low Back Complaints 2004, Section(s): Inital
Care, Physical Methods. Decision based on Non-MTUS Citation Official Disability Guidelines
(ODG) Low Back Chapter, Lumbar Supports.

Decision rationale: Regarding the request for Back support insert, ACOEM guidelines state
that lumbar supports have not been shown to have any lasting benefit beyond the acute phase of
symptom relief. ODG states that lumbar supports are not recommended for prevention. They go
on to state the lumbar support are recommended as an option for compression fractures and
specific treatment of spondylolisthesis, documented instability, and for treatment of nonspecific
low back pain. ODG goes on to state that for nonspecific low back pain, compared to no lumbar
support, elastic lumbar belt maybe more effective than no belt at improving pain at 30 and 90
days in people with subacute low back pain lasting 1 to 3 months. However, the evidence was
very weak. Within the documentation available for review, it does not appear that this patient is
in the acute or subacute phase of his treatment. Additionally, there is no documentation
indicating that the patient has a diagnosis of compression fracture, spondylolisthesis, or
instability. As such, medical necessity of a back brace has not been met. Therefore, the
associated Back support insert is not medically necessary.

EMG/NCYV of the bilateral lower extremities: Upheld

Claims Administrator guideline: Decision based on MTUS Neck and Upper Back Complaints
2004. Decision based on Non-MTUS Citation Official Disability Guidelines- neck chapter.

MAXIMUS guideline: Decision based on MTUS Low Back Complaints 2004, Section(s):
Diagnositc Criteria, Special Studies. Decision based on Non-MTUS Citation Official Disability
Guidelines (ODG) Low Back Chapter, Electrodiagnostic Studies.

Decision rationale: Regarding the request for EMG/NCYV of the lower extremities,
Occupational Medicine Practice Guidelines state that unequivocal objective findings that
identify specific nerve compromise on the neurologic exam are sufficient evidence to warrant
imaging in patients who do not respond to treatment and who would consider surgery. When a
neurologic examination is less clear however, further physiologic evidence of nerve dysfunction
should be obtained before ordering an imaging study. They go on to state that electromyography
may be useful to identify subtle focal neurologic dysfunction in patients with low back
symptoms lasting more than 3 to 4 weeks. ODG states that nerve conduction studies are not
recommended for back conditions. They go on to state that there is minimal justification for
performing nerve conduction studies when a patient is presumed to have symptoms on the basis
of radiculopathy. Within the documentation available for review, there are no physical
examination findings supporting a diagnosis of specific nerve compromise. Additionally, if such
findings are present but have not been documented, there is no documentation that the patient
has failed conservative treatment directed towards these complaints. In the absence of such
documentation, the currently requested EMG/NCYV of the lower extremities is not medically
necessary.
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