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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 Internal Medicine, has a subspecialty in Hospice pallitative
Medicine and is licensed to practice in Pennsylvania. 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 51-year-old gentleman with a date of injury of 04/03/2009. The
submitted and reviewed documentation did not identify the mechanism of injury. Treating
physician notes dated 09/04/2014, 10/02/2014, and 10/30/2014 indicated the worker was
experiencing neck and back pain and ringing in the left ear. Documented examinations
consistently described decreased motion in the upper back and right shoulder joints. The
submitted and reviewed documentation concluded the worker was suffering from cervical
spondylosis with myelopathy, dysphagia, dysphonia, and cervicalgia. Treatment
recommendations included medications, a sleep study, an "upper Gl series," a penile blood flow
ultrasound, physical therapy, and follow up care. A Utilization Review decision was rendered on
12/10/2014 recommending non-certification for thirty tablets of Dexilant (dexlansoprazole)
60mg with three refills and partial certification for 150 tablets of amitriptyline 10mg without
refills.

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

Dexilant 60mg quantity 30 with 3 refills: 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), Proton
Pump Inhibitors (PPIs)




MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Other Medical Treatment Guideline or Medical
Evidence: Dexlansoprazole: Drug information. Topic 9074, version 100.0. Provided by
LexiComp. UpToDate, accessed 02/10/2015

Decision rationale: The MTUS Guidelines are silent as to the issue of the use of Dexilant
(dexlansoprazole) for reflux symptoms. This medication is in the substituted benzimidazole
proton pump inhibitor class. Dexlansoprazole 60mg is approved for the healing of all grades of
erosive esophagitis for up to eight weeks, and 30mg is approved for the treatment of heartburn
associated with non-erosive gastroesophageal disease (GERD) for four weeks. Dexlansoprazole
30mg is also approved for the use of maintenance healing of erosive esophagitis and relief of
heartburn for up to six months. The literature does not support the use of doses higher than 30mg
during the maintenance phase of treatment, as this does not provide additional benefit. The
submitted and reviewed documentation reported the worker was experiencing neck and back
pain and ringing in the left ear. There was no discussion indicating the worker had any findings
or symptoms suggesting any of the above conditions. Further, the requested dose is higher than
that supported by the literature for maintenance therapy. For these reasons, the current request
for thirty tablets of Dexilant (dexlansoprazole) 60mg with three refills is not medically
necessary.

Amitriptyline 10mg quantity 150 with 1 refill: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Amitriptyline, Antidepressants for Chronic Pain, Specific Antidepressants: Tricyclic
Antidepress.

Decision rationale: Amitriptyline is a medication in the tricyclic antidepressant class. The
MTUS Guidelines recommend tricyclic antidepressants as first line agents against neuropathic
pain unless the therapy is ineffective, poorly tolerated, or not able to be given for medical
reasons. Analgesia generally occurs within a few days while the antidepressant effects tend to
take longer. Efficacy should be assessed based on pain outcomes, functional improvement,
decreased use of other pain medications, mood and psychiatric symptoms, and side effects. The
submitted and reviewed records indicate the worker was experiencing neck and back pain and
ringing in the left ear. The documented pain assessments did not include many of the elements
recommended by the Guidelines, such as the benefits of specific medications, how long the
benefits last, or an exploration of possible negative effects. There was no discussion indicating
specifically when the worker should take this medication (it was prescribed "as needed" without
a symptom), the expected benefit, the presence of any negative effects. Further, the instructions
recommended one to five tablets per dose without exploration of what the worker was taking.
For these reasons, the current request for 150 tablets of Amitriptyline 10mg with one refill is not
medically necessary.






