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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 Physical Medicine and Rehabilitation & Pain Management, has a 

subspecialty in Pain Medicine and is licensed to practice in Oklahoma and Texas. 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 injured worker is a 59-year-old male who reported injury on 08/11/2003.  The diagnosis 

included post-cervical fusion C4-6.  The documentation indicated the injured worker was 

utilizing Neurontin 400 mg and Ambien CR 6.25 mg since at least 07/2013.  The mechanism of 

injury was not provided.  The diagnostic studies included a CT myelogram of the cervical spine 

and cervical spine x-rays.  The prior surgeries included an anterior discectomy and fusion at C4-

5 and C5-6, and an additional fusion exploration.  Prior therapies included epidural steroid 

injections.  The documentation of 04/08/2014 revealed the injured worker had neck pain that 

remained unchanged.  The injured worker indicated his pain without medications was an 8/10, 

and with medications, was a 4/10.  The injured worker indicated his sleep quality was fair.  The 

injured worker had no change in location of pain.  The diagnoses included post-cervical 

laminectomy syndrome.  The injured worker indicated with the use of medications, he is able to 

complete his activities of daily living independently.  The injured worker had sleep that was 

interrupted by pain at night, especially early in the morning.  The injured worker was able to get 

approximately 5 to 6 hours of sleep nightly.  The injured worker indicated he utilized Ambien, 

which improved the number of hours he was able to sleep a night, and he fell asleep faster. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Ambien Cr 6.25mg Qty: 360.00:  Upheld 

 



Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS.  Decision based on Non-MTUS Citation Work Loss Data Institute, Official Disability 

Guidelines (ODG), Treatment in Workers Comp, 5th Edition, Pain (Chronic) Zolpidem 

(Ambien). 

 

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

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

Zolpidem. 

 

Decision rationale: The Official Disability Guidelines indicate that Ambien is appropriate for 

the short-term treatment of insomnia.  The treatment duration is approved for 2 to 6 weeks.  The 

clinical documentation submitted for review indicated the injured worker had utilized the 

medication for greater than 6 months.  There was documentation of objective functional benefit.  

This request would not be supported per the guideline recommendations. However, the request 

as submitted failed to indicate the frequency for the requested medication.  Additionally, there 

was a lack of documentation indicating a necessity for 360 tablets, as it is a PRN medication.  

Given the above, the request for Ambien CR 6.25 mg, quantity 360, is not medically necessary 

and appropriate. 

 

Neurontin 400mg Qty: 720.00:  Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Antiepileptic Drugs Page(s): 16.   

 

Decision rationale: The California MTUS Guidelines recommend anterior-epilepsy medications 

as a first-line medication for the treatment of neuropathic pain.  There should be documentation 

of an objective decrease in pain of at least 30 to 50%, and objective functional improvement.  

The clinical documentation submitted for review met the above criteria.  The duration of use was 

greater than 6 months.  The clinical documentation submitted for review indicated the injured 

worker was utilizing Neurontin 400 mg capsules, one 4 times a day.  There was a lack of 

documentation indicating a necessity for 720 tablets.  The quantity for 1 month would equal 120 

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

Given the above, the request for Neurontin 400 mg, quantity 720, is not medically necessary. 

 

 

 

 


