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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: Pediatrics, 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 43 year old female, who sustained an industrial injury on 12-29-13. The
injured worker was being treated for cervicalgia, lateral epicondylitis and shoulder pain. On 8-
13-15, the injured worker complains of neck pain with numbness in right hand and right arm,
tingling in right arm and weakness in right hand; she rates the pain 9 out of 10. She notes her
neck pain is about 50% of her pain and arm pain is about 40%. There is no documentation of
improvement in pain or function with use of the prescribed medications. She is temporarily
totally disabled. Physical exam performed on 8-13-15 revealed limited cervical range of motion
with tenderness to palpation over the bilateral superior trapezii and levator scapulae. Urine
toxicology performed on 8-13-15 was not consistent with medications prescribed. Treatment to
date has included chiropractic treatment, oral medications including Tramadol 50mg,
Gabapentin 600mg, Trazodone 50mg, Cyclobenzaprine 7.5mg and Docuprene 100mg; activity
modifications. On 9-16-15 request for authorization was submitted for Tramadol 50mg #60
(since at least 5-21-15), Gabapentin 600mg #90 (since at least 5-21-15), Trazodone 50mg,
Cyclobenzaprine 7.5mg #60 (since at least 5-21-15) and Docuprene 100mg #60 (since at least 5-
21-15).

IMR ISSUES, DECISIONS AND RATIONALES
The Final Determination was based on decisions for the disputed items/services set forth below:

Docuprene 100mg, #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) Opioid-
induced constipation treatment.

Decision rationale: MTUS does not comment on laxative use in chronic pain. ODG guidelines
recommended as indicated below. In the section, Opioids, criteria for use, if prescribing
opioids has been determined to be appropriate, then ODG recommends, under Initiating
Therapy, that Prophylactic treatment of constipation should be initiated. First line treatment
includes simple treatments include increasing physical activity, maintaining appropriate
hydration by drinking enough water, and advising the patient to follow a proper diet, rich in
fiber. These can reduce the chance and severity of opioid-induced constipation and
constipation in general. In addition, some laxatives may help to stimulate gastric motility.
Other over-the-counter medications can help loosen otherwise hard stools, add bulk, and
increase water content of the stool. There are no notations of failure of first line treatments or
constipation in the records provided. This request is not medically necessary and appropriate.
Colace is indicated for use as a stool softener. The IW may have hard stools or constipation
due to use of narcotics however, there was no notation in the progress notes. The request is not
medically necessary and appropriate.

Cyclobenzaprine 7.5mg, #60: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
2009, Section(s): Muscle relaxants (for pain).

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

Decision rationale: Cyclobenzaprine is recommended as an option for muscle spasms using a
short course of therapy. Treatment should be brief, no longer than 2-3 weeks. There is notation
of muscle spasm but no clear evidence in the notes provided that the IW has benefit from the
muscle relaxer and at this time frame routine use of these medications is not medically
necessary.

Gabapentin 600mg, #90: 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): Antiepilepsy drugs (AEDs).

Decision rationale: MTUS guidelines state that antiepileptic drugs are recommended for
neuropathic pain. A "good" response to the use of AEDs has been defined as a 50% reduction
in pain and a "moderate™ response as a 30% reduction. The patient should be asked at each
visit as to whether there has been a change in pain or function. It is noted that there is no
EMG/NCYV in the case file to document neuropathy in the IW. There was no documentation
of objective functional benefit with prior use of these medications. The request is not
medically necessary and appropriate.

Trazodone 50mg, #60: Upheld



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

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG)
Insomnia Treatment.

Decision rationale: Per ODG, pharmacological agents for insomnia should only be used after
careful evaluation of potential causes of sleep disturbance for the etiology. Ambien is
indicated for the short-term treatment of insomnia with difficulty of sleep onset (7-10 days).
First-line treatment is recommended to be non-benzodiazepine sedative-hypnotics such as
Ambien, Ambien CR, Sonata and Lunesta. Sedating antidepressants (e.g., Amitriptyline,
Trazodone, mirtazapine) have also been used to treat insomnia; however, there is less evidence
to support their use for insomnia, but they may be an option in patients with coexisting
depression. There was no mention in the case file of evaluation for insomnia or failure of first
line treatment options. This request is not medically necessary and appropriate.



