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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: New York
Certification(s)/Specialty: Pediatrics, Internal Medicine

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 48 year old male who sustained a work related injury to his neck on June
7,1999. There was no mechanism of injury documented. The injured worker was diagnosed
with cervical post laminectomy syndrome, cervical radiculitis, right C6 level, cervical
spondylosis, cervical facet arthrosis and complex regional pain syndrome right upper extremity.
According to the primary treating physician's progress report on October 28, 2014 the patient
continues to complain of chronic neck pain, right shoulder and upper extremity pain. Current
medications consist of Hydrocodone, Protonix, Meloxicam, Neurontin, Amitriptyline,
Desipramine, Restoril and Ambien. As noted in the medical review, the injured worker has been
non-compliant in his medication usage. The treating physician requested authorization for
Famotidine (Pepcid) 20mg #60 with 5 Refills; Protonix 40mg #180 with 3 Refills; Desipramine
HCL 100mg #30 with 5 Refills; Amitriptyline HCL 50 mg #15 with 5 Refills; Ambien 5mg #30
with 2 Refills; Neurontin Solution 250mg/5cc 1 Bottle. On January 11, 2015 the Utilization
Review denied certification for Famotidine (Pepcid) 20mg #60 with 5 Refills; Protonix 40mg
#180 with 3 Refills; Desipramine HCL 100mg #30 with 5 Refills; Amitriptyline HCL 50 mg #15
with 5 Refills; Ambien 5mg #30 with 2 Refills; Neurontin Solution 250mg/5cc 1 Bottle.
Citations used in the decision process were the Medical Treatment Utilization Schedule
(MTUS), Chronic Pain Guidelines, Moshy's Drug Consult and the Official Disability
Guidelines (ODG).

IMR ISSUES, DECISIONS AND RATIONALES




The Final Determination was based on decisions for the disputed items/services set forth below:
Famotidine (Pepcid) 20 MG #60 with 5 Refills: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines NSAIDs,
Gl symptoms & cardiovascular risk Page(s): 68-69.

Decision rationale: According to MTUS guidelines the use of gastrointestinal protectants in
conjunction with NSAID use is to be based on risk factors and if required a proton pump
inhibitor is to be initiated. There were no risk factors or history of gastrointestinal problems
noted in the chart. Risk factors are: (1) age > 65 years; (2) history of peptic ulcer, GI bleeding or
perforation; (3) concurrent use of ASA, corticosteroids, and/or an anticoagulant; or (4) high
dose/multiple NSAID (e.g., NSAID + low-dose ASA). A history of ulcer complications is the
most important predictor of future ulcer complications associated with NSAID use. Famotidine
is not proton pump inhibitor and would not be indicated. Additionally, there was no
documentation of objective functional benefit with prior use of these medications. This request is
not medically necessary and appropriate

Protonix 40 MG #180 with 3 Refills: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines NSAIDs,
Gl symptoms & cardiovascular risk Page(s): 68-69.

Decision rationale: According to MTUS guidelines the use of gastrointestinal protectants in
conjunction with NSAID use is to be based on risk factors and if required a proton pump
inhibitor is to be initiated. There were no risk factors or history of gastrointestinal problems
noted in the chart. Risk factors are: (1) age > 65 years; (2) history of peptic ulcer, Gl bleeding or
perforation; (3) concurrent use of ASA, corticosteroids, and/or an anticoagulant; or (4) high
dose/multiple NSAID (e.g., NSAID + low-dose ASA). A history of ulcer complications is the
most important predictor of future ulcer complications associated with NSAID use. Additionally,
there was no documentation of objective functional benefit with prior use of these medications.
This request is not medically necessary and appropriate

Desipramine HCL 100 MG #30 with 5 Refills: Upheld

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



MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Chronic Pain
Insomnia treatment.

Decision rationale: Per ODG pharmacological agents for insomnia should only be used after
careful evaluation of potential causes of sleep disturbance for the etiology. Ambien is indicated
for the short-term treatment of insomnia with difficulty of sleep onset (7-10 days). First-line
treatment is recommended to be non-benzodiazepine sedative-hypnotics such as Ambien,
Ambien CR, Sonota and Lunesta. Sedating antidepressants (e.g., amitriptyline, trazodone,
mirtazapine) have also been used to treat insomnia; however, there is less evidence to support
their use for insomnia (Buscemi, 2007) (Morin, 2007), but they may be an option in patients with
coexisting depression. There was no mention in the case file of evaluation for insomnia or failure
of first line treatment options. This request is not medically necessary and appropriate at this
time.

Amitriptyline HCL 50 MG #15 with 5 Refills: Upheld

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

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Chronic Pain
Insomnia treatment.

Decision rationale: Per ODG pharmacological agents for insomnia should only be used after
careful evaluation of potential causes of sleep disturbance for the etiology. Ambien is indicated
for the short-term treatment of insomnia with difficulty of sleep onset (7-10 days). First-line
treatment is recommended to be non-benzodiazepine sedative-hypnotics such as Ambien,
Ambien CR, Sonota and Lunesta. Sedating antidepressants (e.g., amitriptyline, trazodone,
mirtazapine) have also been used to treat insomnia; however, there is less evidence to support
their use for insomnia (Buscemi, 2007) (Morin, 2007), but they may be an option in patients with
coexisting depression. There was no mention in the case file of evaluation for insomnia or failure
of first line treatment options. This request is not medically necessary and appropriate at this
time.

Ambien 5 MG #30 with 2 Refills: Upheld

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

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Chronic Pain
Insomnia treatment.

Decision rationale: Per ODG pharmacological agents for insomnia should only be used after
careful evaluation of potential causes of sleep disturbance for the etiology. Ambien is indicated



for the short-term treatment of insomnia with difficulty of sleep onset (7-10 days). First-line
treatment is recommended to be non-benzodiazepine sedative-hypnotics such as Ambien,
Ambien CR, Sonota and Lunesta. There was no mention is the case file of evaluation for
insomnia. This request in not medically necessary and appropriate at this time.

Neurontin Solution 250 MG/ 5 CC 1 Bottle: Upheld

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

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Antiepilepsy drugs (AEDs) Page(s): 18.

Decision rationale: AED's are not recommended, as there is a lack of evidence to demonstrate
that AEDs significantly reduce the level of myofascial or other sources of somatic pain. There is
no notation in the records provided that the IW had clinically evident neuropathy related to his
postlaminectomy syndrome. The neurontin is not medically necessary at this time.



