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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: Anesthesiology

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 was a 57 year old male, who sustained an industrial injury, March 23, 2012.
The injured worker previously received the following treatments random laboratory studies,
Neurontin, Klonopin, Oxycodone, OxyContin, Voltaren Gel, Zanaflex and implantable pain
pump. The injured worker was diagnosed with low back pain, lumbago and postlaminectomy
syndrome lumbar area. According to progress note of February 25, 2015, the injured workers
chief complaint was lower back and gluteal pain, with radiation of pain to the left calf, right calf,
left foot, right foot, left thigh and right thigh. The injured worker described the pain as ache,
burning, deep, discomforting and stabbing. The pain context was bending forward, bending over,
pulling, sitting, sudden movement, twisting, movement and walking. The symptoms were
aggravated by extension, flexion, jumping, lifting and sneezing. The injured worker denied any
relieving factors. The injured worker rated the pain at 9 out of 10; 0 being no pain and 10 being
the worse pain. The physical exam noted pain with palpation to the sacroiliac joint on the right
and the left. The straight leg test was positive on the right and the left. The injured worker had an
antalgic gait. Tenderness noted at the paraspinous S1 Joint, trochanter and lumbosacral. There
were moderate lumbar spasms noted. There was decreased range of motion noted. The treatment
plan included Voltaren 1% gel, Clonazepam, Tizanidine, Oxycontin and Oxycodone.

IMR ISSUES, DECISIONS AND RATIONALES

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




Voltaren 1.0% #500: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
NSAIDs Page(s): 111-112.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Topical
Analgesics Page(s): 111-113.

Decision rationale: The California MTUS Guidelines state Voltaren gel 1% (diclofenac) has an
FDA appropriation indicated for the relief of osteoarthritis pain in joints that lend themselves to
topical treatment, such as the ankle, elbow, foot, hand, knee, and wrist. It has not been evaluated
for treatment of the spine, hip, or shoulder. The submitted documentation does not indicate that
the injured worker had a diagnosis of osteoarthritis. Additionally, the efficacy of the medication
was not submitted for review, nor was it indicated that it helped with any functional deficits.
Medical necessity for the requested topical gel has been not established. The requested 1%
Voltaren Gel is not medically necessary.

Clonazepam 1 mg #60: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Benzodiazepine Page(s): 24.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Benzodiazepines Page(s): 24. Decision based on Non-MTUS Citation Official Disability
Guidelines (ODG) Benzodiazepines.

Decision rationale: According to CA MTUS Guidelines, benzodiazepines are prescribed for
anxiety. They are not recommended for long-term use for the treatment of chronic pain because
long-term efficacy is unproven and there is a risk of dependency. Clonazepam (Klonopin) is a
long-acting benzodiazepine, having anxiolytic, sedative, and hypnotic properties. Most
guidelines recommend the use of Clonazepam for the treatment of anxiety disorders, and as an
adjunct treatment for anxiety associated with major depression. Use of this medication is limited
to four weeks. There are no guideline criteria that supports the long-term use of
benzodiazepines. In this case, there was no documentation of the indication and duration of use.
Medical necessity for the requested medication has not been established. The requested
medication is not medically necessary.

Tizanidine HCL 4mg #90: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Muscle relaxants (for pain) Page(s): 64, 66.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Muscle
relaxants Page(s): 63, 66. Decision based on Non-MTUS Citation Official Disability Guidelines
(ODG) Muscle Relaxants.



Decision rationale: Tizanidine (Zanaflex) is a centrally acting alpha2-adrenergic agonist that is
FDA approved for management of spasticity; unlabeled use for low back pain. Itis indicated for
the treatment of chronic myofascial pain and considered an adjunct treatment for fibromyalgia.
According to CA MTUS Guidelines, muscle relaxants have not been considered any more
effective than non-steroidal anti-inflammatory drugs (NSAIDs) for pain or overall improvement.
There is no additional benefit shown in combination with NSAIDs. In addition, sedation is the
most commonly reported adverse effect of muscle relaxant medications. In this case, the patient
has no reported lumbar spasm on physical exam. There is also no documentation of functional
improvement with the use of this medication. The guideline criteria do not support the long-term
(>2 wks) use of muscle relaxants. Medical necessity for the requested medication has not been
established. The requested medication, Tizanidine, is not medically necessary.

Oxycodone HCL 30mg #120: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Opioids Page(s): 77-80, 91-92, 124.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Opioids
Page(s): 91-97. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG)
Opioids.

Decision rationale: According to ODG and MTUS, Oxycodone (Oxycontin) is a long-acting
opioid analgesic, and is in a class of drugs that has a primary indication to relieve symptoms
related to pain. Opioid drugs are available in various dosage forms and strengths. They are
considered the most powerful class of analgesics that may be used to manage both acute and
chronic pain. These medications are generally classified according to potency and duration of
dosage. The treatment of chronic pain with any opioid analgesic requires review and
documentation of pain relief, functional status, appropriate medication use, and side effects. A
pain assessment should include current pain, intensity of pain after taking the opiate, and the
duration of pain relief. In this case, there is no documentation of the medication's pain relief
effectiveness, functional improvement from previous usage, or response to ongoing opiate
therapy. Medical necessity of the requested item has not been established. Of note,
discontinuation of an Oxycodone should include a taper, to avoid withdrawal symptoms. The
requested medication is not medically necessary.

Oxycontin 80mg #60: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Opioids Page(s): 77-80, 91-92, 124.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Opioids
Page(s): 91-97. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG)
Opioids.



Decision rationale: According to ODG and MTUS, Oxycodone (Oxycontin) is a long-acting
opioid analgesic, and is in a class of drugs that has a primary indication to relieve symptoms
related to pain. Opioid drugs are available in various dosage forms and strengths. They are
considered the most powerful class of analgesics that may be used to manage both acute and
chronic pain. These medications are generally classified according to potency and duration of
dosage. The treatment of chronic pain with any opioid analgesic requires review and
documentation of pain relief, functional status, appropriate medication use, and side effects. A
pain assessment should include current pain, intensity of pain after taking the opiate, and the
duration of pain relief. In this case, there is no documentation of the medication's pain relief
effectiveness, functional improvement from previous usage, or response to ongoing opiate
therapy. Medical necessity of the requested item has not been established. Of note,
discontinuation of an Oxycodone should include a taper, to avoid withdrawal symptoms. The
requested medication is not medically necessary.



