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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, Washington 

Certification(s)/Specialty: Physical Medicine & Rehabilitation, Pain Management 

 

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 56-year-old male who reported injury on 08/11/2011.  The mechanism of 

injury occurred when the rear wheels of the injured worker's trailer sunk into the ground tilting 

the trailer to the left and throwing the injured worker into the left side of the cab.  The diagnoses 

included discogenic lumbar condition, discogenic cervical condition, chronic pain syndrome, 

impingement syndrome of the left shoulder status post decompression labral repair and modified 

Mumford procedure, lysis of adhesion and manipulation under anesthesia.  The documentation of 

02/19/2015 revealed the injured worker had neck pain, back pain, and left shoulder pain.  The 

injured worker had shooting pain down the left leg with numbness.  The injured worker was 

utilizing Flexeril as a muscle relaxants, gabapentin for nerve pain and Norco for pain.  The 

physical findings revealed the injured worker had tenderness across the cervical and lumbar 

paraspinal muscles bilaterally with pain along the facet and pain with facet loading.  The 

treatment plan included Norco 10/325 mg, Flexeril 7.5 mg, and additional medications naproxen 

550 mg for inflammation, Protonix 20 mg for stomach upset and Lidopro lotion 4 oz. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Neurontin 600 mg #90: Upheld 

 



Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Antiepileptic Drugs Page(s): 16.   

 

Decision rationale: The California MTUS guidelines recommend antiepilepsy medications as a 

first line medication for treatment of neuropathic pain.  There should be documentation of an 

objective decrease in pain of at least 30 % - 50% and objective functional improvement.  The 

clinical documentation submitted for review failed to provide documentation the injured worker 

had 30% to 50% pain relief.  There was a lack of documentation of objective functional benefit.  

The request as submitted failed to indicate the frequency for the requested medication.  Given the 

above, the request for Neurontin 600 mg #90 not identified as is not medically necessary. 

 

Tramadol ER 150 mg #30: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Medications for Chronic pain, ongoing management Page(s): 60, 78.   

 

Decision rationale: The California MTUS guidelines recommend opiates for chronic pain. 

There should be documentation of an objective improvement in function, an objective decrease 

in pain, and evidence that the injured worker is being monitored for aberrant drug behavior and 

side effects.  The clinical documentation submitted for review failed to provide documentation of 

objective functional improvement, and objective decrease in pain and documentation the injured 

worker was being monitored for aberrant drug behavior and side effects.  The request as 

submitted failed to indicate the frequency for the requested medication.  Given the above, the 

request for Tramadol ER 150 mg #30 not identified as is not medically necessary. 

 

Protonix 20 mg #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), Chronic 

Pain Chapter, Proton Pump Inhibitors. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines NSAIDS 

Page(s): 69.   

 

Decision rationale: The California MTUS guidelines recommend proton pump inhibitors for 

injured workers at intermediate risk or higher for gastrointestinal events and are also for the 

treatment of dyspepsia secondary to NSAID therapy.  The clinical documentation submitted for 

review indicated the medication was utilized for stomach upset.  However, the efficacy was not 

provided.  The request as submitted failed to indicate the frequency for the requested medication.  

Given the above, the request for Protonix 20 mg #60 not identified as is not medically necessary. 



 

Nalfon 400 mg #60: Upheld 

 

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

NSAIDS.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines NSAIDS 

Page(s): 67.   

 

Decision rationale:  The California MTUS guidelines indicate that NSAIDS are recommended 

for short-term symptomatic relief of mild to moderate pain. There should be documentation of 

objective functional improvement and an objective decrease in pain.  The clinical documentation 

submitted for review failed to provide documentation of objective functional improvement and 

an objective decrease in pain.  The request as submitted failed to indicate the frequency for the 

requested medication.  Given the above, the request for Nalfon 400 mg #60 not identified as is 

not medically necessary. 

 


