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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:

The injured worker is a 68-year-old male who sustained an industrial injury on 12/28/2010
resulting in neck, shoulder and low back pain with limited range of motion. He is diagnosed with
displacement of cervical intervertebral disc without myelopathy; spinal stenosis of cervical
region; cervicocranial syndrome; lumbosacral neuritis or radiculitis; and, degeneration of
intervertebral disc. Treatment has included lumbar facet medial branch block right L2-3 with one
day of reported relief; epidural steroid injection with 2 days of reported pain relief; chiropractic
therapy providing reported 30% pain relief and improved functioning; physical therapy; and,
medication which he reports as reducing pain 60-70 percent enabling him to perform activities of
daily living. The injured worker continues to present with neck, shoulder and low back pain, and
difficulty sleeping secondary to pain. The treating physician's plan of care includes Percocet,
Tramadol, and Gabapentin. He is presently not working.

IMR ISSUES, DECISIONS AND RATIONALES

The Final Determination was based on decisions for the disputed items/services set forth below:
Percocet 10/325mg, #180: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment
Guidelines Page(s): 78.




MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Opioids,
On-Going Management, Pages 78-80, Opioids for Chronic Pain, Pages 80-82; Opioid Dosing,
Page 86 Page(s): 78-82, 86.

Decision rationale: The requested Percocet 10/325mg, #180 is not medically necessary. CA
MTUS Chronic Pain Treatment Guidelines, Opioids, On-Going Management, Pages 78-80,
Opioids for Chronic Pain, Pages 80-82, recommend continued use of this opiate for the
treatment of moderate to severe pain, with documented objective evidence of derived functional
benefit, as well as documented opiate surveillance measures; and Opioid Dosing, Page 86, note
"In general, the total daily dose of opioid should not exceed 120 mg oral morphine equivalents."
The injured worker has neck, shoulder and low back pain, and difficulty sleeping secondary to
pain. It is guideline-supported to limit the continuance of this opiate to a one month period
pending: documentation of objective evidence of continued derived functional improvement; a
current urine drug screen result; treating physician commentary on to attempts to wean the total
opiate load towards the recommend daily maximum opiate dosage. The criteria noted above not
having been met, Percocet 10/325mg, #180 is not medically necessary.

Tramadol 100mg, #30: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment
Guidelines Page(s): 78.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Opioids,
On-GoingManagement, Pages 78-80, Opioids for Chronic Pain, Pages 80-82, andTramadol, Page
113 Page(s): 78-82, 113.

Decision rationale: The requested Tramadol 100mg, #30 is not medically necessary. CA MTUS
Chronic Pain Treatment Guidelines, Opioids, On-Going Management, Pages 78-80, Opioids for
Chronic Pain, Pages 80-82, and Tramadol, Page 113, do not recommend this synthetic opioid as
first-line therapy, and recommend continued use of opiates for the treatment of moderate to
severe pain, with documented objective evidence of derived functional benefit, as well as
documented opiate surveillance measures. The injured worker has neck, shoulder and low back
pain, and difficulty sleeping secondary to pain. The treating physician has not documented:
failed first-line opiate trials, VAS pain quantification with and without medications, duration of
treatment, objective evidence of derived functional benefit such as improvements in activities of
daily living or reduced work restrictions or decreased reliance on medical intervention, or
measures of opiate surveillance including an executed narcotic pain contract nor urine drug
screening. The criteria noted above not having been met, Tramadol 100mg, #30 is not medically
necessary.

Gabapentin 600mg, #60: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Anti-epilepsy drug (AED) Page(s): 49.



MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Anti-
Epilepsy drugs Page(s): (s)16-18.

Decision rationale: The requested Gabapentin 600mg, #60 is not medically necessary. Chronic
Pain Medical Treatment Guidelines, Anti-Epilepsy drugs, Pages 16-18, 21, note that anti-
epilepsy drugs are "Recommended for neuropathic pain due to nerve damage", and "Outcome:
A "good" response to the use of AEDs has been defined as a 50% reduction in pain and a
"moderate" response as a 30% reduction”. The injured worker has neck, shoulder and low back
pain, and difficulty sleeping secondary to pain. The treating physician has not documented the
guideline-mandated criteria of percentages of relief to establish the medical necessity for its
continued use. The criteria noted above not having been met, Gabapentin 600mg, #60 is not
medically necessary.



