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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. The expert 

reviewer is Board Certified in emergency Medicine, and is licensed to practice in Texas. 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/services. He/she is familiar with governing 

laws and regulations, including the strength of evidence hierarchy that applies to Independent 

Medical Review determinations. 

 

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 55-year-old male who reported injury on 04/26/2002. While working as a 

carpenter, the injured worker sustained injuries to his back, neck, and left shoulder, reportedly 

while he was standing on a ladder nailing siding on a house. He fell backwards a distance of 

approximately 5 feet. The injured worker's treatment history included MRI studies, medications, 

surgery, x-rays, CT scans, TENS unit, and physical therapy. The injured worker was evaluated 

on 08/18/2014. It was documented that the medications allow him to do activities of daily living.  

Without medications, he is not able to do activities of daily living. Objective findings reveal 

reduced cervical spine range of motion and paraspinal spasm of C7-T1 on the left.  Medications 

included MS Contin 15 mg, Ativan 1 mg, Percocet 10/325 mg, gabapentin 300 mg, and Remeron 

45 mg. Diagnoses included neck pain secondary to degenerative disc disease, degenerative joint 

disease, pain medication induced hypo testosterone level. The Request for Authorization dated 

08/19/2014 was for MSContin 30 mg, Percocet 10/325 mg, Ativan 1 mg, and Neurontin 300 mg. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

1 prescription for MS Contin 30mg #60 with 1 refill: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   

 



MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Opioids, 

criteria for use Page(s): 78.   

 

Decision rationale: The requested is not medically necessary.  The California Medical 

Treatment Utilization Schedule (MTUS) Schedule (MTUS) guidelines state that criteria for use 

for ongoing- management of opioids include ongoing review and documentation of pain relief, 

functional status, appropriate medication use, and side effects. There was lack of evidence of 

opioid medication management and average pain, intensity of pain, or longevity of pain relief.  

The provider failed to submit urine drug screen indicating opioids compliance for the injured 

worker. There were no conservative measures indicated for the injured worker such as pain 

medication management or home exercise regimen for the injured worker. In addition, the 

request does not include the frequency or duration of medication. Given the above, the request 

for 1 prescription for MSContin 30 mg # 90 with 1 refill is not medically necessary. 

 

1 prescription of Percocet 10/325mg #120 with 1 refill: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Opioids, 

criteria for use Page(s): 78.   

 

Decision rationale: The requested is not medically necessary. The California Medical Treatment 

Utilization Schedule (MTUS) Schedule (MTUS) guidelines state that criteria for use for 

ongoing- management of opioids include ongoing review and documentation of pain relief, 

functional status, appropriate medication use, and side effects. There was lack of evidence of 

opioid medication management and average pain, intensity of pain, or longevity of pain relief.  

The provider failed to submit urine drug screen indicating opioids compliance for the injured 

worker. There were no conservative measures indicated for the injured worker such as pain 

medication management or home exercise regimen for the injured worker.  In addition, the 

request does not include the frequency or duration of medication. Given the above, the request 

for 1 prescription of Percocet 10/325 mg #120 with 1 refill is not medically necessary. 

 

1 prescription of Atlvan 1mg #50 with 1 refill: Upheld 

 

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

(May 2009).   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Benzodiazepines Page(s): 24.   

 

Decision rationale: The requested is not medically necessary. California (MTUS) Chronic Pain 

Medical Guidelines does not recommend Benzodiazepines for long-term use because long-term 

efficacy is unproven and there is a risk of dependence. Most guidelines limit use to 4 weeks. 

Their range of action includes sedative/hypnotic, anxiolytic, anticonvulsant, and muscle relaxant. 

Chronic benzodiazepines are the treatment of choice in very few conditions. Tolerance to 



hypnotic effects develops rapidly. Tolerance to anxiolytic effects occurs within months and long-

term use may actually increase anxiety. A more appropriate treatment for anxiety disorder is an 

antidepressant. Tolerance to anticonvulsant and muscle relaxant effects occurs within weeks.  

The documents submitted for review lacked evidence of how long the injured worker has been 

using Benzodiazepines. Furthermore, the request lacked frequency and duration of the 

medication. In addition, there was lack of evidence providing outcome measurements for the 

injured worker to include, pain management or a home exercise regimen. Given the above, the 

request for 1 prescription of Ativan 1 mg # 50 with 1 refill is not medically necessary. 

 

1 prescription for Neurontin 300mg #90 with 1 refill: Upheld 

 

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

Antiepilepsy Drugs (AEDs).   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Gabapentin (Neurontin), Page(s): 49.   

 

Decision rationale:  The requested is not medically necessary. Per California Medical Treatment 

Utilization Schedule (MTUS) Guidelines state that Gabapentin is an anti-epilepsy drug AEDs - 

also referred to as anti-convulsant), which has been shown to be effective for treatment of 

diabetic painful neuropathy and post herpetic neuralgia and has been considered as a first-line 

treatment for neuropathic pain. The request did not include frequency of the medication. Given 

the above, the request for 1 prescription for Neurontin 300 mg # 90 with 1 refill is not medically 

necessary. 

 


