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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: North Carolina, Georgia
Certification(s)/Specialty: Family Practice

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 54 year old female, who sustained an industrial injury on 8/21/08. She
reported right arm, left knee, right foot, left shoulder, back and neck injuries. The injured worker
was diagnosed as having chronic pain, lumbar radiculopathy; status post left shoulder
arthroscopy, left shoulder rotator cuff tendinitis/bursitis, lumbar spine discopathy, left knee
arthroscopy and severe left knee osteoarthritis. Treatment to date has included knee surgery,
transforaminal epidural steroid injection, and medications including opioids (Norco). Currently,
the injured worker complains of neck pain with radiation down bilateral upper extremities, low
back pain with radiation down bilateral lower extremities and upper and lower extremity pain
rated 4/10 with medications and 10/10 without medications. The physical exam noted spasm
and decreased range of motion of cervical area with pain, spasm and tenderness on palpation in
paravertebral area with limited range of motion and tenderness to palpation of left knee with
post-operative dressing intact. The treatment plan included continuation of medications
including Soma, Norco and Naloxone.

IMR ISSUES, DECISIONS AND RATIONALES
The Final Determination was based on decisions for the disputed items/services set forth below:

Norco 10/325 mg, 120 count with one refill: Overturned




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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Section 2
Page(s): 74-89.

Decision rationale: CA MTUS allows for the use of opioid medication, such as Norco, for the
management of chronic pain and outlines clearly the documentation that would support the need
for ongoing use of an opioid. These steps include documenting pain and functional improvement
using validated measures at 6 months intervals, documenting the presence or absence of any
adverse effects, documenting the efficacy of any other treatments and of any other medications
used in pain treatment. The medical record in this case does document reduction in pain and
functional improvement with use of medication. The record does support medical necessity of
ongoing opioid therapy with Norco.

Naloxone 0.4mg/ml syringe: Overturned

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

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation ODG, Pain, Naloxone.

Decision rationale: ODG section on Pain and Naloxone use lists the following consensus
criteria for use of Naloxone. Criteria for prescriptions for naloxone for patients receiving opioids
for pain in clinical settings for potential pre-hospital rescue (consensus based): (1) There should
be documentation of a complete history that includes questions about prior drug and alcohol use
(including previous overdose), recent detoxification or abstinence from drugs (for any reason),
results of a screening tool for potential prescription drug abuse (such as the SOAPP-R), a
complete list of chronic medical illnesses, and a complete medication list. See Opioids, screening
tests for risk of addiction & misuse. (2) There should be evidence that education has been
provided to the patient, with encouragement that family members and/or friends participate in
this. Suggested education should include information about how to administer naloxone with
practice with a training device if available. Other suggested components of training should
include education on opioid overdose prevention, recognition of overdose and response to the
event in addition to naloxone administration. Information on how to seek help from emergency
medical systems should be made available and include an emphasis on staying with the patient
until help arrives. (3) There should be evidence that the patient has been counseled about drug
use including risk of self-escalation of doses, and self-monitoring of function. Patients should be
advised to keep meds secure and to not share them. (4) There should be evidence that the patient
has been given information about the risk of overdose, including risk factors for such (see the list
above). (5) It is recommended that before prescribing, clinicians become knowledgeable about
their states laws in terms of third-party prescribing, prescription via standing order, and "Good
Samaritan” laws. This is, in part, as family members, friends, or other members of the
community may be involved in the use of the drug for rescue. For additional information, the
following can be accessed: (a) Legal Interventions to Reduce Overdose Mortality; Naloxone



Access and Overdose Good Samaritan Laws; Available at: https://www.networkforphl.org/
_asset/qz5pvn/network-naloxone-10-4.pdf. (b) Overview of State Legislation to Increase Access
to Treatment for Opioid Overdose. NASADAD, 2013. Available at: http://attcnetwork.org/
userfiles/file/MidAmerica/Opioid-Overdose-Policy-Brief-Final6.pdf. (6) A generic formulation is
recommended as first-line treatment. Branded products such as Evzio are only recommended if
generic is not available. Consideration for use should occur in the following situations: (1)
Patients with the following problems who require opioids for legitimate medical reasons (who
generally are treated for acute pain or palliative care/malignancy in a worker's compensation
setting): active abusers of scheduled drugs including opioids or those patients with a history of
substance abuse; dependence or non-medical use of prescription or illicit drugs; patients recently
discharged from emergency medical care following opioid intoxication; those who have been
abstinent from opioids for a period due to detoxification including due to incarceration (due to
possible reduced opioid tolerance and high risk of relapse to opioid use). (2) Patients on
methadone or buprenorphine maintenance. (3) Patients who have had their opioids rotated
(particularly to methadone) and may be at risk for incomplete tolerance. (4) The patient is
prescribed high doses of opioids ( 100 mg of oral morphine equivalents as per current ODG
Guidelines) and tapering to less than this value or below is not practical or contraindicated.
Particular consideration of naloxone prescribing should be given if (a) the patient is on
concomitant benzodiazepines, sedative hypnotics (such as sleep aids), antidepressants, or muscle
relaxants, (b) the patient has a history of pulmonary disease including chronic obstructive
pulmonary disease, emphysema, asthma, and/or sleep apnea, (c) the patient has a history of liver
and/or kidney disease, and/or (d) the patient has a history of mental illness. (5) The patient lives
remotely from emergency care and is on high dose opioids. (6) The patient voluntarily requests
naloxone. Considerations once prescribed: (1) Only one kit should be dispensed at any time. (2)
Renewal should be by prescription based on medication expiration or damage. If the kit has been
used, information should be provided as to why, and further treatment given as indicated based
on this. See Opioids, dealing with misuse.In this case, although there is not a history of abuse,
the provider has documented a conversation with the claimant about risks of opioid overdose and
has instructed her to discuss the same and the use of a naloxone emergency kit with her family.
Naloxone is medically necessary.
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