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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. The expert 

reviewer is Board Certified in Family Medicine and is licensed to practice in Arizona. 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/services. He/she is familiar with governing laws and 

regulations, including the strength of evidence hierarchy that applies to Independent Medical 

Review determinations. 

 

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 patient is a 53 year old male with a date of injury on 4/6/2000.  Diagnoses include cervical 

radiculopathy, failed back surgery syndrome, lumbar radiculopathy, and status post intrathecal 

pump implant.  Subjective complaints are of neck pain radiating down both arms, and low back 

pain with radiation to the legs.  Patient also had complaints of ongoing headaches, 

gastrointestinal upset, and insomnia. Physical exam showed decreased lumbar range of motion, 

decreased sensation at L4 dermatome, and decreased lower extremity strength.  There was a 

positive straight leg raise test on the left.  Medications include Norco, Cymbalta, Motrin, Soma, 

Lyrica, Fioricet, Prilosec, and trazodone. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Celebrex 200mg #60:  Overturned 

 

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

NSAID Page(s): 30, 67-68, 70.   

 

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

Page(s): 67-68.   

 

Decision rationale: CA MTUS recommends NSAIDS at the lowest effective dose in patients 

with moderate to severe pain.  Furthermore, NSAIDS are recommended as an option for short-



term symptomatic relief, and appear to be superior to acetaminophen, particularly for patients 

with moderate to severe pain.  For this patient, moderate pain is present in multiple anatomical 

locations.  Therefore, the requested Celebrex is consistent with guideline recommendations, and 

the medical necessity is established. 

 

Pantoprazole 20mg #120:  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), Pain 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

NSAIDS/GI RISK Page(s): 68-69.  Decision based on Non-MTUS Citation Official Disability 

Guidelines (ODG) PAIN, PPIS 

 

Decision rationale: CA MTUS guidelines only reference proton pump inhibitors (PPIs) in 

relation to risk of NSAID use, and are silent on PPIs for other indications.  ODG guidelines 

recognize the similar chemical structure and efficacy of various PPIs.  Due to these similarities, 

and significant cost savings, a trial of Prevacid or Prilosec is recommended before a second line 

therapy such as Protonix.  Since there is no documented failure of a first line medication or 

rationale why Protonix would be superior, the medical necessity of Pantoprazole is not 

established. 

 

Ambien 5mg #30:  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), Pain 

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) PAIN, 

INSOMNIA TREATMENT 

 

Decision rationale: ODG suggests that zolpidem is only approved for the short-term treatment 

of insomnia.  The recommended time-frame of usage is usually 2 to 6 weeks and long-term use is 

rarely recommended.  Sleeping pills can be habit-forming, impair function and memory, and 

increase pain and depression over long-term use. Submitted documentation indicates the patient 

has been using this medication chronically.  Therefore, continuation of this medication exceeds 

recommended usage per guidelines, and is not a medical necessity. 

 


