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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: Preventive Medicine, Occupational 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 50 year old female, who sustained an industrial injury on 9/25/2014.
The current diagnoses are lumbar herniated nucleus pulposus, lumbar radiculopathy, cervical
radiculopathy, and thoracic spine pain. According to the progress report dated 4/6/2015, the
injured worker complains of neck pain with radiation into the right upper extremity to the level
of her fingers associated with numbness, tingling, and weakness. She reports mid/low back pain
with radiation into her bilateral lower extremities to the level of her toes associated with
numbness, tingling, and weakness. The pain is rated 8/10 on a subjective pain scale. The
physical examination reveals tenderness to palpation over the cervical, thoracic, and lumbar
spine. Range of motion in the cervical, thoracic, and lumbar spine is limited. Upper/lower
extremity sensation is decreased. The current medications are Cymbalta, over-the-counter
Tylenol, and Prilosec. Treatment to date has included medication management, x-rays, MRI
studies, physical therapy, chiropractic, and electrodiagnostic testing. The plan of care includes
EMG/NCS of the bilateral lower extremities, med panel for medication safety, MRI of the
cervical and thoracic spine, and prescriptions for Nabumetone and Cyclobenzaprine.

IMR ISSUES, DECISIONS AND RATIONALES

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

Nabumetone 750mg #60: Upheld




Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
NSAIDs Page(s): 67-68, 72-73.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 9792.20 ?
9792.26 Page(s): 67-73.

Decision rationale: The MTUS recommends NSAIDs at the lowest dose for the shortest period
in patients with moderate to severe pain. NSAIDs appear to be superior to acetaminophen,
particularly for patients with moderate to severe pain. There is no evidence of long-term
effectiveness for pain or function. The medical record contains no documentation of functional
improvement. Nabumetone 750mg #60 is not medically necessary.

Cyclobenzaprine 5%: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Topical Analgesics Page(s): 111.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s):
64.

Decision rationale: The Chronic Pain Treatment Guidelines do not recommend use of muscle
relaxant creams. There is no documented functional improvement from any previous use of oral
muscle relaxants in this patient. The MTUS also state that muscle relaxants are no more effective
than NSAID's alone. Based on the currently available information, the medical necessity for this
muscle relaxant medication has not been established. There is no evidence for use of any other
muscle relaxant as a topical product. Cyclobenzaprine 5% is not medically necessary.

EMG/NCS of the bilateral lower extremities: Upheld

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 12 Low
Back Complaints. Decision based on Non-MTUS Citation Official Disability Guidelines
(ODG).

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Low Back &
Lumbar & Thoracic (Acute & Chronic), Nerve conduction studies (NCS).

Decision rationale: According to the Official Disability Guidelines, nerve conduction studies
are not recommended. There is minimal justification for performing nerve conduction studies
when a patient is presumed to have symptoms on the basis of radiculopathy. Neurological
testing procedures have limited overall diagnostic accuracy in detecting disc herniation with
suspected radiculopathy. EMG/ NCS of the bilateral lower extremities is not medically
necessary.

Med panel for medication safety: Upheld



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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s):
70.

Decision rationale: According to the MTUS, the package inserts for NSAIDs recommend
periodic lab monitoring of a CBC and chemistry profile (including liver and renal function
tests). There has been a recommendation to measure liver transaminases within 4 to 8 weeks
after starting therapy, but the interval of repeating lab tests after this treatment duration has not
been established. There is no documentation in the medical record, which laboratory studies
were to be used for any of the above indications. Med panel for medication safety is not
medically necessary.

MRI cervical spine: Upheld

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 8 Neck and
Upper Back Complaints. Decision based on Non-MTUS Citation Official Disability Guidelines
(ODG), Lumbar & Thoracic.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 8 Neck and Upper
Back Complaints Page(s): 177, 178, and 182.

Decision rationale: The MTUS states that an MRI or CT is recommended to validate diagnosis
of nerve root compromise, based on clear history and physical examination findings, in
preparation for invasive procedure. In addition, the ACOEM Guidelines state the following
criteria for ordering imaging studies: 1. Emergence of a red flag, 2. Physiologic evidence of
tissue insult or neurologic dysfunction, 3. Failure to progress in a strengthening program
intended to avoid surgery, 4. Clarification of the anatomy prior to an invasive procedure. There
is no documentation of any of the above criteria supporting a recommendation of a cervical
MRI. MRI cervical spine is not medically necessary.

MRI thoracic spine: Upheld

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 8 Neck and
Upper Back Complaints. Decision based on Non-MTUS Citation Official Disability Guidelines
(ODG), Lumbar & Thoracic.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Low Back &
Lumbar & Thoracic (Acute & Chronic), MRIs (magnetic resonance imaging).

Decision rationale: The Official Disability Guidelines state that indications for a thoracic MRI
include trauma, thoracic pain suspicious for cancer or infection, cauda equina syndrome, or
myelopathy. The exam indicates that the patient has complaining of mid back pain without
evidence of long track signs, bowel or bladder dysfunction, or progressive neurologic deficit.



The clinical information submitted for review fails to meet the evidence-based guidelines for
the requested service. MRI thoracic spine is not medically necessary.



