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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:

This is a 56-year-old male with an April 12, 2010 date of injury. A progress note dated May 27,
2015 documents subjective complaints (lower back pain; difficulty sleeping; depression; pain
rated at a level of 4/10), objective findings (straight leg raise is mildly positive), and current
diagnoses (lumbago; radiculitis; lumbar post laminectomy syndrome). Treatments to date have
included lumbar spine surgery, medications, psychotherapy, and lumbar epidural steroid
injection. The treating physician documented a plan of care that included repeat magnetic
resonance imaging with contrast of the lumbar spine, electromyogram of the lumbar spine,
electromyogram of the bilateral legs, Sonata, Klonopin, Ultracet, Anaprox, and Prilosec.

IMR ISSUES, DECISIONS AND RATIONALES

The Final Determination was based on decisions for the disputed items/services set forth below:
Repeat MRI with contrast of lumbar spine: Upheld

Claims Administrator guideline: Decision based on MTUS Low Back Complaints 2004.
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.

Decision based on Non-MTUS Citation ODG Low Back - Lumbar & Thoracic (Acute
& Chronic).




Decision rationale: The request is for an MRI of the lumbar spine. The ODG guidelines state
the following regarding qualifying criteria: Indications for imaging: Magnetic resonance
imaging: Thoracic spine trauma: with neurological deficit, Lumbar spine trauma: trauma,
neurological deficit, Lumbar spine trauma: seat belt (chance) fracture (If focal, radicular
findings or other neurologic deficit), Uncomplicated low back pain, suspicion of cancer,
infection, other "red flags,” Uncomplicated low back pain, with radiculopathy, after at least 1
month conservative therapy, sooner if severe or progressive neurologic deficit. Uncomplicated
low back pain, prior lumbar surgery, Uncomplicated low back pain, cauda equina syndrome-
Myelopathy (neurological deficit related to the spinal cord), traumatic, Myelopathy painful,
Myelopathy, sudden onset, Myelopathy, stepwise progressive, Myelopathy, slowly progressive,
Myelopathy, infectious disease patient, Myelopathy, oncology patient, Repeat MRI: When there
is significant change in symptoms and/or findings suggestive of significant pathology (eg,
tumor, infection, fracture, neurocompression, recurrent disc herniation) In this case, an MRI is
not advised. This is secondary to a lack of a change in clinical status or described "red flags".
Pending further information revealing qualifying indications as listed above, the request is not
medically necessary.

Sonata cap 10mg #60: Upheld

Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG),
Insomnia.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain
(Chronic)/Insomnia Treatment.

Decision rationale: The request is for the use of a medication used for insomnia. The Official
Disability Guidelines state the following regarding this topic: Recommend that treatment be
based on the etiology, with the medications recommended below. See also Insomnia. For more
detail on Insomnia treatment, see the Mental Chapter. Pharmacological agents should only be
used after careful evaluation of potential causes of sleep disturbance. Failure of sleep disturbance
to resolve in a 7 to 10 day period may indicate a psychiatric and/or medical illness. (Lexi-Comp,
2008) Primary insomnia is generally addressed pharmacologically. Secondary insomnia may be
treated with pharmacological and/or psychological measures. The specific component of
insomnia should be addressed: (a) Sleep onset; (b) Sleep maintenance; (c) Sleep quality; & (d)
Next-day functioning. In this case, the use of this medication is not recommended. This is
secondary to inadequate documentation of a thorough evaluation of the etiology or attempted
non-pharmacologic restorative measures undertaken. As such, the request is not medically
necessary.

EMG lumbar spine: Upheld

Claims Administrator guideline: Decision based on MTUS Low Back Complaints 2004.



MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation ODGEMGs (electromyography).

Decision rationale: The request is for an EMG. The ODG state the following regarding this
topic: Recommended as an option (needle, not surface). EMGs (electromyography) may be
useful to obtain unequivocal evidence of radiculopathy, after 1-month conservative therapy, but
EMG's are not necessary if radiculopathy is already clinically obvious. (Bigos, 1999) (Ortiz-
Corredor, 2003) (Haig, 2005) No correlation was found between intraoperative EMG findings
and immediate postoperative pain, but intraoperative spinal cord monitoring is becoming more
common and there may be benefit in surgery with major corrective anatomic intervention like
fracture or scoliosis or fusion where there is significant stenosis. (Dimopoulos, 2004) EMG's
may be required by the AMA Guides for an impairment rating of radiculopathy. (AMA, 2001)
(Note: Needle EMG and H-reflex tests are recommended, but Surface EMG and F-wave tests are
not very specific and therefore are not recommended. See Surface electromyography.) In this
case, the patient does not meet criteria for the study requested. This is secondary to
radiculopathy already diagnosed in the records. Pending receipt of information further clarifying
how this would change the management rendered, the study is not medically necessary.

EMG bilateral legs: Upheld
Claims Administrator guideline: Decision based on MTUS Low Back Complaints 2004.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation ODGEMGs (electromyography).

Decision rationale: The request is for an EMG. The ODG state the following regarding this
topic: Recommended as an option (needle, not surface). EMGs (electromyography) may be
useful to obtain unequivocal evidence of radiculopathy, after 1-month conservative therapy, but
EMG's are not necessary if radiculopathy is already clinically obvious. (Bigos, 1999) (Ortiz-
Corredor, 2003) (Haig, 2005) No correlation was found between intraoperative EMG findings
and immediate postoperative pain, but intraoperative spinal cord monitoring is becoming more
common and there may be benefit in surgery with major corrective anatomic intervention like
fracture or scoliosis or fusion where there is significant stenosis. (Dimopoulos, 2004) The
AMA Guides for an impairment rating of radiculopathy may require EMG's. (AMA, 2001)
(Note: Needle EMG and H-reflex tests are recommended, but Surface EMG and F-wave tests
are not very specific and therefore are not recommended. See Surface electromyography). In
this case, the patient does not meet criteria for the study requested. This is secondary to
radiculopathy already diagnosed in the records. Pending receipt of information further
clarifying how this would change the management rendered, the study is not medically
necessary.

Klonopin 1mg #90: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
20009.



MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Benzodiazepines.

Decision rationale: The request is for the use of a medication in the category of
benzodiazepines. It is usually indicated to treat anxiety disorders but has been used short-term as
a muscle relaxant. The MTUS guidelines state the following: Not recommended 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 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. (Baillargeon, 2003) (Ashton, 2005) In this case, a
medication in this class would not be advised for continued use due to the duration of therapy.
As such, the request is not medically necessary. All benzodiazepine medications should be
titrated down slowly to prevent an acute withdrawal syndrome.

Ultracet 37.5mg/150mg #60: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
20009.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Opioids for chronic pain.

Decision rationale: The request is for the use of a medication in the opioid class. The MTUS
guidelines state that for ongoing treatment with a pharmaceutical in this class, certain
requirements are necessary. This includes not only adequate pain control, but also functional
improvement. Four domains have been proposed for management of patients on opioids. This
includes pain relief, side effects, physical and psychosocial functioning, and the occurrence of
any potentially aberrant drug-related behaviors. In this case, there is inadequate documentation
of persistent functional improvement, which should eventually lead to medication
discontinuation. As such, the request is not medically necessary. All opioid medications should
be titrated down slowly in order to prevent a significant withdrawal syndrome.

Anaprox DS tab 550mg #60: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
20009.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain
(Chronic)/NSAIDs (non-steroidal anti-inflammatory drugs).

Decision rationale: The request is for the use of a medication in the NSAID class. The ODG
state the following regarding this topic: Specific recommendations: Osteoarthritis (including
knee and hip): Recommended at the lowest dose for the shortest period in patients with moderate



to severe pain. Acetaminophen may be considered for initial therapy for patients with mild to
moderate pain, and in particular, for those with gastrointestinal, cardiovascular or renovascular
risk factors. NSAIDs appear to be superior to acetaminophen, particularly for patients with
moderate to severe pain. There is no evidence to recommend one drug in this class over another
based on efficacy. In particular, there appears to be no difference between traditional NSAIDs
and COX-2 NSAIDs in terms of pain relief. The main concern of selection is based on adverse
effects. COX-2 NSAIDs have fewer Gl side effects at the risk of increased cardiovascular side
effects, although the FDA has concluded that long-term clinical trials are best interpreted to
suggest that cardiovascular risk occurs with all NSAIDs and is a class effect (with naproxyn
being the safest drug). There is no evidence of long-term effectiveness for pain or function.
(Chen, 2008) (Laine, 2008) Back Pain: Acute low back pain & acute exacerbations of chronic
pain: Recommended as a second-line treatment after acetaminophen. In general, there is
conflicting to negative evidence that NSAIDs are more effective than acetaminophen for acute
LBP. (Van Tulder, 2006) (Hancock, 2007) For patients with acute low back pain with sciatica a
recent Cochrane review (including three heterogeneous randomized controlled trials) found no
differences in treatment with NSAIDs vs. placebo. In patients with axial low back pain, this
same review found that NSAIDs were not more effective than acetaminophen for acute low-
back pain, and that acetaminophen had fewer side effects. (Roelofs-Cochrane, 2008) The
addition of NSAIDs or spinal manipulative therapy does not appear to increase recovery in
patients with acute low back pain over that received with acetaminophen treatment and advice
from their physician. (Hancock, 2007) Back Pain: Chronic low back pain: Recommended as an
option for short-term symptomatic relief. A Cochrane review of the literature on drug relief for
low back pain (LBP) suggested that NSAIDs were no more effective than other drugs such as
acetaminophen, narcotic analgesics, and muscle relaxants. The review also found that NSAIDs
had more adverse effects than placebo and acetaminophen but fewer effects than muscle
relaxants and narcotic analgesics. In addition, evidence from the review suggested that no one
NSAID, including COX-2 inhibitors, was clearly more effective than another. (Roelofs-
Cochrane, 2008) See also Anti-inflammatory medications. Neuropathic pain: There is
inconsistent evidence for the use of these medications to treat long-term neuropathic pain, but
they may be useful to treat breakthrough pain and mixed pain conditions such as osteoarthritis
(and other nociceptive pain) in patients with neuropathic pain. (Namaka, 2004) (Gore, 2006)
See NSAIDs, Gl symptoms & cardiovascular risk; NSAIDs, hypertension and renal function; &
Medications for acute pain (analgesics). Besides the above well-documented side effects of
NSAIDs, there are other less well-known effects of NSAIDs, and the use of NSAIDs has been
shown to possibly delay and hamper healing in all the soft tissues, including muscles, ligaments,
tendons, and cartilage. (Maroon, 2006) The risks of NSAIDs in older patients, which include
increased cardiovascular risk and gastrointestinal toxicity, may outweigh the benefits of these
medications. (AGS, 2009) As stated above, acetaminophen would be considered first-line
treatment for chronic pain. In this case, the use of an NSAID is not advised. This is secondary to
the duration of use and significant side effect profile. In addition, the use of NSAIDs is known
to delay the healing o f soft tissue including ligaments, tendons, and cartilage. As such, the
request is not medically necessary.

Prilosec cap 20mg CR #60: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
20009.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): NSAIDs, Gl symptoms & cardiovascular risk.



Decision rationale: The request is for the use of a medication in the class of a proton pump
inhibitor. It is indicated for patients with peptic ulcer disease. It can also be used as a
preventative measure in patients taking non-steroidal anti-inflammatory for chronic pain.
Unfortunately, they do have certain side effects including gastrointestinal disease. The MTUS
guidelines states that patients who are classified as intermediate or high risk, should be treated
prophylactically. Criteria for risk are as follows: "(1) age > 65 years; (2) history of peptic ulcer,
Gl bleeding or perforation; (3) concurrent use of ASA, corticosteroids, and/or an anticoagulant;
or (4) high dose/multiple NSAID (e.g., NSAID + low-dose ASA)." Due to the fact the patient
does not meet to above stated criteria, the request for use is not medically necessary.



