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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 41 year old female who sustained an industrial injury on January 31,
2014. She reported continuous trauma injury to the neck, back, upper extremities, shoulders and
body systems. The injured worker was diagnosed as having bilateral sacroiliac joint dysfunction,
moderate disc herniation L5-S1 with chronic bilateral L5 radiculopathy, and lumbar spine sprain
with radicular symptoms. Treatment to date has included diagnostic studies, home exercises,
physical therapy, acupuncture, chiropractic therapy, lumbar epidural steroid injection, lumbar
support brace and medication. On June 26, 2015, the injured worker complained of continued
pain in her low back with radiation to bilateral lower extremities, predominately the left side.
She also complained of numbness and tingling in the lower extremities, left worse than right.
She reported that her medication significantly helped to reduce her pain. On exam there was
lumbar tenderness, decreased lumbar range of motion and positive straight leg raise on the left.
Sensory and motor exams of the lower extremities were normal. The treatment plan included
medications, follow-up visit and a request for an anterior discectomy and fusion at L5-S1 with
posterior spinous process fixation and iliac crest bone graft. On June 9, 2015, Utilization
Review non-certified the request for Norco 10/325 mg #90, Butrans Patch 10 mcg/hr #4,
Tramadol ER 100 mg #60 and Tizanidine 4 mg #90, citing California MTUS Guidelines.

IMR ISSUES, DECISIONS AND RATIONALES

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




Norco 10/325mg 1 tablet by mouth every 4-6 hours as needed for pain, #90: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Opioids Page(s): 75.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 3 Initial Approaches to
Treatment Page(s): 47-9, Chronic Pain Treatment Guidelines Medications for chronic pain;
Opioids Page(s): 60-1, 74-96.

Decision rationale: Hydrocodone-Acetaminophen (Norco) is a mixed medication made up of
the short acting, opioid, hydrocodone, and acetaminophen, better known as Tylenol. It is
recommended for moderate to moderately severe pain with usual dosing of 5-10 mg
hydrocodone per 325 mg of acetaminophen taken as 1-2 tablets every 4-6 hours. Maximum dose
according to the MTUS is limited to 4 gm of acetaminophen per day, which is usually 60-120
mg/day of hydrocodone. According to the MTUS opioid therapy for control of chronic pain,
while not considered first line therapy, is considered a viable alternative when other modalities
have been tried and failed. If treating chronic low back pain, opioids effectiveness is limited to
short-term pain relief (up to 16 weeks) as there is no evidence of long-term effectiveness. It is
known that long-term use of opioids is associated with hyperalgesia and tolerance. Success of
this therapy is noted when there is significant improvement in pain or function. The risk with this
therapy is the development of addiction, overdose and death. The pain guidelines in the MTUS
directly address this issue and have outlined criteria for monitoring patients to prevent iatrogenic
morbidity and mortality. It is important to note, however, the maximum daily dose of opioids,
calculated as morphine equivalent dosing from use of all opioid medications, is 120 mg per day.
The total morphine equivalent dose for this patient from opioids (Norco, Butrans and Tramadol)
is 180 mg/day. This is significantly higher than recommended by the MTUS and one or two of
the medications should be stopped. The patient also has elevated liver function which is a
relative contraindication for continued use of Norco, at least until the cause of the elevation is
sorted out. Given all the above information medical necessity for continued use of Norco has not
been established.

Butrans Patch 10mcg/hr, 1 patch every 7 days as needed for pain, #4: Overturned

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Buprenorphine Page(s): 26-27.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 3 Initial Approaches to
Treatment Page(s): 47-9, Chronic Pain Treatment Guidelines Buprenorphine, Medications
for chronic pain, Opioids Page(s): 26-7, 60-1, 74-96.

Decision rationale: Buprenorphine (Butrans Patch) is a semisynthetic opioid derivative with
mixed agonist antagonist opioid properties. It is used to treat opioid addiction in higher dosages,
to control moderate acute pain in non-opioid-tolerant individuals in lower dosages and to control
moderate chronic pain in even smaller doses. According to the MTUS, opioid therapy for
control of chronic pain, while not considered first line therapy, is considered a viable alternative



when other modalities have been tried and failed. Success of this therapy is noted when there is
significant improvement in pain or function. The major risks of opioid therapy are the
development of addiction, overdose and death. The pain guidelines in the MTUS directly address
opioid use by presenting a number of recommendations required for providers to document safe
use of these medications. Even though the MTUS only recommends treating chronic back pain
with opioids for 16 weeks this patient has been stable on the current dose of this medication for
longer than 16 weeks and the medication continues to lessen the patient's pain. The provider is
also appropriately screening for aberrant drug-seeking behaviors with urine drug screens and use
of first-line agents (gabapentin) did not control the pain. Given all the above information,
medical necessity for continued use of this medication has been established.

Tramadol ER 100mg, 1 tab by mouth twice a day as needed for pain, #60: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Opioids, criteria for use, On-going Management; Weaning of Medications Page(s): 75, 78, 124.

MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 3 Initial Approaches to
Treatment Page(s): 47-9, Chronic Pain Treatment Guidelines Medications for chronic pain;
Opioids Page(s): 60-1, 74-96.

Decision rationale: Ultram (Tramadol) an opioid pain medication used to treat moderate to
moderately severe pain with usual dosing every 6-8 hours. Tramadol ER is an extended release
formulation of this medication. It acts by binding to the opioid receptor but it also inhibits the
reuptake of serotonin and norepinephrine. Because of this second activity it must be used
cautiously in patients taking serotonin reuptake inhibitor medications as the combined
medications may precipitate a life-threatening serotonin syndrome event. Studies have shown
the effectiveness of this medication to control pain for up to three months but there are no long-
term studies available showing effectiveness of chronic use. According to the MTUS opioid
therapy for control of chronic pain, while not considered first line therapy, is considered a viable
alternative when other modalities have been tried and failed. If treating chronic low back pain,
opioids effectiveness is limited to short-term pain relief (up to 16 weeks) as there is no evidence
of long-term effectiveness. It is known that long-term use of opioids is associated with
hyperalgesia and tolerance. Success of this therapy is noted when there is significant
improvement in pain or function. The risk with this therapy is the development of addiction,
overdose and death. The pain guidelines in the MTUS directly address this issue and have
outlined criteria for monitoring patients to prevent iatrogenic morbidity and mortality. It is
important to note, however, the maximum daily dose of opioids, calculated as morphine
equivalent dosing from use of all opioid medications, is 120 mg per day. The total morphine
equivalent dose for this patient from opioids (Norco (short-acting), Tramadol ER (long-acting)
and Butrans (long-acting)) is 180 mg/day. In general, to prevent confusion in medications and
improve patient safety the provider should only prescribe one long-acting opioid. Butrans
appears to be the safer of these two medications. Given all the above information, medical
necessity for continued use of this medication has not been established.

Tizanidine 4mg, 1 tab by mouth three times a day as needed for muscle spasms: Upheld



Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Muscle relaxants (for pain) Page(s): 63.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Muscle
relaxants for pain Page(s): 63-6.

Decision rationale: Tizanidine (Zanaflex) is a central-acting sedating muscle relaxant used to
treat skeletal muscle spasms. This class of medications can be helpful in reducing pain and
muscle tension thus increasing patient mobility. Muscle relaxants as a group, however, are
recommended for short-term use only as their efficacy appears to diminish over time. They are
considered no more effective at pain control than non-steroidal anti-inflammatory medication
(NSAIDs) and there is no study that shows combination therapy of NSAIDs with muscle
relaxants has a demonstrable benefit. This patient has been on Tizanidine therapy for over 2
months. Since there is no complaint of on-going muscle spasms nor documented muscle relaxant
effect that would suggest a need for chronic use there is no indication to continue its use. Medical
necessity for this medication has not been established.



