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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: Texas, Florida, 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 41 year old female, who sustained an industrial injury on September 24,
2010. She reported chronic low back pain with left lower extremity radicular symptoms and left
shoulder pain. The injured worker was diagnosed as having left lumbosacral radiculopathy,
lumbar disc extrusion and protrusion and status post artificial disc replacement/total disc
arthroplasty, overlying myofascial pain and depressed mood. Treatment to date has included
diagnostic studies, surgical intervention, medications, physical therapy, functional restoration
programs, pain injections and work restrictions. Currently, the injured worker complains of
chronic low back pain with left lower extremity radicular symptoms and left shoulder pain with
associated depression and frustration. The injured worker reported an industrial injury in 2010,
resulting in the above noted pain. She was treated conservatively and surgically without
complete resolution of the pain. Evaluation on May 29, 2015, revealed continued pain as noted
with associated symptoms. She reported left shoulder pain. Radiographic imaging revealed
fraying but no tear and some bursitis. Subacromial bursa and biceps tendon injection provided no
real noted benefit. She reported physical therapy was beneficial to the shoulder are. It was noted
she completed a functional restoration program and did well. It was noted there was a slight
interaction with her current medications and she is having constipation and some memory loss
however she feels they are helpful. It was noted some of the symptoms were present before the
current drug combination. Medications were requested.

IMR ISSUES, DECISIONS AND RATIONALES




The Final Determination was based on decisions for the disputed items/services set forth below:
Cymbalta 120mg: 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) Pain chapter,
under Antidepressants.

Decision rationale: This claimant was injured about 5 years ago, and has chronic low back pain.
There is also a depressed mood. There have been diagnostic studies, surgery, medicine, therapy,
functional restoration efforts, pain injections and restrictions. The current California web-based
MTUS collection was reviewed in addressing this request. The guidelines are silent in regards to
this request. Therefore, in accordance with state regulation, other evidence-based or mainstream
peer-reviewed guidelines will be examined. Regarding antidepressants to treat a major
depressive disorder, the ODG notes: Recommended for initial treatment of presentations of Major
Depressive Disorder (MDD) that are moderate, severe, or psychotic, unless electroconvulsive
therapy is part of the treatment plan. Not recommended for mild symptoms. In this case, it is not
clear what objective benefit has been achieved out of the antidepressant usage, how the activities
of daily living have improved, and what other benefits have been. It is not clear if this claimant
has a major depressive disorder as defined in DSM-IV. If used for pain, it is not clear what
objective, functional benefit has been achieved. The request is appropriately not medically
necessary.

Lyrica 300mg: 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 of 127 and page 19 of 127.

Decision rationale: This claimant was injured about 5 years ago, and has chronic low back pain.
There is also a depressed mood. There has been diagnostic studies, surgery, medicine, therapy,
functional restoration efforts, pain injections and restrictions. The MTUS notes that anti-epilepsy
drugs (AEDs) like Gabapentin are also referred to as anti-convulsants, and are recommended for
neuropathic pain (pain due to nerve damage. However, there is a lack of expert consensus on the
treatment of neuropathic pain in general due to heterogeneous etiologies, symptoms, physical
signs and mechanisms. It is not clear in this case what the neuropathic pain generator is, and
why therefore that Gabapentin is essential. Gabapentin (Neurontin, Gabarone, generic available)
has been shown to be effective for treatment of diabetic painful neuropathy and postherpetic
neuralgia and has been considered as a first-line treatment for neuropathic pain. This claimant
however has neither of those conditions. The request is appropriately non-certified under the
MTUS evidence-based criteria. Therefore the request is not medically necessary.



Lidoderm patches 5% with 2 refills: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s):
56 of 127.

Decision rationale: This claimant was injured about 5 years ago, and has chronic low back pain.
There is also a depressed mood. There have been diagnostic studies, surgery, medicine, therapy,
functional restoration efforts, pain injections and restrictions. Lidoderm is the brand name for a
lidocaine patch produced by || . Tovical lidocaine may be 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). This is not a first-line treatment
and is only FDA approved for post-herpetic neuralgia. It is not clear the patient had forms of
neuralgia, and that other agents had been first used and exhausted. The MTUS notes that further
research is needed to recommend this treatment for chronic neuropathic pain disorders other than
post-herpetic neuralgia. The request was appropriately non-certified under MTUS. Therefore the
request is not medically necessary.
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