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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: Emergency 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 34 year old male, who sustained an industrial injury on 08/10/2008. He
has reported subsequent low back, neck and left knee pain and was diagnosed with
spondylolisthesis at L5-S1, L5 radiculopathy, discogenic cervical condition with radicular
component and left knee sprain. Treatment to date has included oral pain medication,
application of heat and cold, bracing and TENS unit. In a progress note dated 02/18/2015, the
injured worker complained of low back, neck and left knee pain. Objective findings were
notable for limited range of motion, positive facet loading test and tenderness along the
lumbosacral area. A request for authorization of Lidopro cream, Topamax, Flexeril, Tramadol,
cortisone injection of the left knee and 12 acupuncture sessions was submitted.

IMR ISSUES, DECISIONS AND RATIONALES

The Final Determination was based on decisions for the disputed items/services set forth below:
Lidopro Cream 1 Bottle: Upheld

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




MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s):
112.

Decision rationale: The request is for the use of topical lidocaine. The MTUS guidelines state
the following: 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
dermal patch (Lidoderm) has been designated for orphan status by the FDA for neuropathic pain.
Lidoderm is also used off-label for diabetic neuropathy. No other commercially approved topical
formulations of lidocaine (whether creams, lotions or gels) are indicated for neuropathic pain.
Non-dermal patch formulations are generally indicated as local anesthetics and anti-pruritics.
Further research is needed to recommend this treatment for chronic neuropathic pain disorders
other than post-herpetic neuralgia. In this case, as stated above, the patient does not meet the
criteria for use of this product in this formulation. There is a requirement of documentation of a
first-line therapy trial prior to use of a lidocaine dermal patch. There is also no other
commercially approved topical formulations of lidocaine indicated for neuropathic pain other
than Lidoderm. As such, the request is not medically necessary.

Topamax 50 MG #60: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Page(s): 16-17.

Decision rationale: The request is for the use of a medication in the category of an anti-epileptic
drug (AED). These medications are recommended for certain types of neuropathic pain. Most of
the randomized clinical control trials involved include post-herpetic neuralgia and painful
polyneuropathy such as in diabetes. There are few trials, which have studied central pain or
radiculopathy. The MTUS guidelines state that a good response to treatment is 50% reduction in
pain. At least a 30% reduction in pain is required for ongoing use, and if this is not seen, this
should trigger a change in therapy. Their also should be documentation of functional
improvement and side effects incurred with use. Disease states which prompt use of these
medications include post-herpetic neuralgia, spinal cord injury, chronic regional pain syndrome,
lumbar spinal stenosis, post-operative pain, and central pain. There is inadequate evidence to
support use in non-specific axial low back pain or myofascial pain. In this case, there is
inadequate documentation of why a second AED is prescribed when Neurontin appears to have
shown some improvement in the patients symptoms. The records also do not reveal functional
improvement or screening measures as required. As such, the request is not medically necessary.

Flexeril 7.5 MG #60: Upheld

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



MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s):
63.

Decision rationale: The request is for the use of a muscle relaxant to aid in pain relief. The
MTUS guidelines state that the use of a medication in this class is indicated as a second-line
option for short-term treatment of acute exacerbations of low back pain. Muscle relaxants may
be effective in reducing pain and muscle tension, which can increase mobility. However, in most
LBP cases, they show no benefit beyond NSAIDs in pain improvement. Efficacy appears to
diminish over time, and prolonged use may lead to dependence. (Homik, 2004) Due to
inadequate qualifying evidence for use of a muscle relaxant, the request is not medically
necessary. All muscle relaxant medications should be titrated down slowly to prevent an acute
withdrawal syndrome.

Tramadol ER 150 MG #30: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Page(s): 80-83.

Decision rationale: Tramadol is a pain medication in the category of a centrally acting
analgesic. They exhibit opioid activity and a mechanism of action that inhibits the reuptake of
serotonin and norepinephrine. Centrally acting drugs are reported to be effective in managing
neuropathic type pain although it is not recommended as first line therapy. The side effect
profile is similar to opioids. For chronic back pain, it appears to be efficacious for short-term
pain relief, but long term (>16 weeks) results are limited. It also did not appear to improve
function. The use of Tramadol for osteoarthritis is indicated for short-term use only (<3
months) with poor long-term benefit. In this case, the patient does not meet the qualifying
criteria or indications. As such, the request is not medically necessary.

Cortisone Injection to The Left Knee: 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) Knee
and leg Corticosteroid injection knee.

Decision rationale: The request is for a corticosteroid injection of the knee for pain relief. The
MTUS guidelines are silent regarding this topic. The ODG states the following: Recommended
for short-term use only. Intra-articular corticosteroid injection results in clinically and
statistically significant reduction in osteoarthritic knee pain 1 week after injection. The
beneficial effect could last for 3 to 4 weeks, but is unlikely to continue beyond that. Evidence
supports short-term (up to two weeks) improvement in symptoms of osteoarthritis of the knee
after intra-



articular corticosteroid injection. The number of injections should be limited to three. The
indications for injection include: Criteria for Intra-articular glucocorticosteroid injections:
Documented symptomatic severe osteoarthritis of the knee according to American College of
Rheumatology (ACR) criteria, which requires knee pain and at least 5 of the following: (1) Bony
enlargement; (2) Bony tenderness; (3) Crepitus (noisy, grating sound) on active motion; (4)
Erythrocyte sedimentation rate (ESR) less than 40 mm/hr; (5) Less than 30 minutes of morning
stiffness; (6) No palpable warmth of synovium; (7) Over 50 years of age; (8) Rheumatoid factor
less than 1:40 titer (agglutination method); (9) Synovial fluid signs (clear fluid of normal
viscosity and WBC less than 2000/mm3); Not controlled adequately by recommended
conservative treatments (exercise, NSAIDs or acetaminophen); Pain interferes with functional
activities (e.g., ambulation, prolonged standing) and not attributed to other forms of joint
disease; Intended for short-term control of symptoms to resume conservative medical
management or delay TKA; Generally performed without fluoroscopic or ultrasound guidance;
Absence of synovitis, presence of effusion preferred (not required); Aspiration of effusions
preferred (not required); Only one injection should be scheduled to start, rather than a series of
three; A second injection is not recommended if the first has resulted in complete resolution of
symptoms, or if there has been no response; With several weeks of temporary, partial resolution
of symptoms, and then worsening pain and function, a repeat steroid injection may be an option;
The number of injections should be limited to three. In this case, the patient does not qualify for
this procedure. As stated above, a corticosteroid injection is indicated for short-term use only for
severe osteoarthritis. As such, the request is not medically necessary.

12 Acupuncture Sessions: Upheld

Claims Administrator guideline: Decision based on MTUS Acupuncture Treatment
Guidelines.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 12 Low Back Complaints
Page(s): 300.

Decision rationale: The request is for acupuncture to aid in pain relief. The ACOEM guidelines
state the following regarding this topic. "Acupuncture has not been found effective in the
management of back pain, based on several high-quality studies, but there is anecdotal evidence
of its success.” In this case, the guidelines do not support the use of this treatment modality.
This is secondary to the diagnosis with poor clinical evidence regarding efficacy. As such, the
request is not medically necessary.



