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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 56 year old female, who sustained an industrial injury on March 1, 2009.
The diagnoses have included impingement syndrome of the shoulder on the left, status post
decompression, distal clavicle excision and rotator cuff repair, lysis of adhesion and
manipulation under anesthesia. In total she has had 3 surgeries. Treatment to date has included
decompression, rotator cuff repair and AC joint resection in 2010, manipulation, decompression
and debridement in 2011, chiropractic care times six treatments, TENS unit, tramadol extended
release and flexeril. Currently, the injured worker complains of left shoulder pain. Ina progress
note dated January 23, 2015, the treating provider reports examination of the left shoulder
revealed tenderness along the rotator cuff with weakness and resisted function and decreased
range of motion.

IMR ISSUES, DECISIONS AND RATIONALES

The Final Determination was based on decisions for the disputed items/services set forth below:
Trazodone 50mg #60 (DOS 12/16/14): 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), Mental
IlIiness & Stress, Sedating antidepressants.




MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 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, Sonata 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 in not medically necessary and appropriate

Protonix 20mg #60 (DOS 12/16/14): Upheld

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

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 it is necessary to determine if the patient is
at risk for gastrointestinal events. 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. There was no notation of GI symptoms or a history of risk factors. This request is
not medically necessary or appropriate .

Purchase of a TENs unit: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Transcutaneous electrotherapy Page(s): 114-116.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Transcutaneous electrotherapy; TENS, chronic pain (transcutaneous electrical nerve stimulation)
Page(s): 114-115.

Decision rationale: Per MTUS guidelines, TENS is not recommended as a primary treatment
modality, but a one-month home-based TENS trial may be considered as a noninvasive
conservative option, if used as an adjunct to a program of evidence-based functional restoration
for neuropathic pain, phantom limb pain, spasticity and multiple sclerosis. Several published
evidence-based assessments of transcutaneous electrical nerve stimulation (TENS) have found
that evidence is lacking concerning effectiveness. The IW has none of the conditions as an



indication for TENS uses and is not doing physical therapy. Additionally, upon review of the
progress note it appears that the IW required TENS patches rather than a new unit. However, the
request was submitted for purchase of a TENS unit and thus the request is not medically
reasonable and appropriate.

Morphine IR 50mg #90: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Opioids Page(s): 94-95.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Opioids,
criteria for use; 4) On-Going Management; 6) When to Discontinue Opioids; 7) When to
Continue Opioids for chronic pain Page(s): 78-80.

Decision rationale: Per MTUS guidelines, TENS is not recommended as a primary treatment
modality, but a one-month home-based TENS trial may be considered as a noninvasive
conservative option, if used as an adjunct to a program of evidence-based functional restoration
for neuropathic pain, phantom limb pain, spasticity and multiple sclerosis. Several published
evidence-based assessments of transcutaneous electrical nerve stimulation (TENS) have found
that evidence is lacking concerning effectiveness. The IW has none of the conditions as an
indication for TENS uses and is not doing physical therapy. Additionally, upon review of the
progress note it appears that the IW required TENS patches rather than a new unit. However, the
request was submitted for purchase of a TENS unit and thus the request is not medically
reasonable and appropriate.

Trazodone 50mg #60: 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), Mental
IlIness & Stress, Sedating antidepressants.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 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, Sonata 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 in not medically necessary and appropriate

Protonix 20mg #60: Upheld



Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
NSAIDs, GI symptoms & cardiovascular risks Page(s): 68.

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 it is necessary to determine if the patient is
at risk for gastrointestinal events. 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. There was no notation of GI symptoms or a history of risk factors. This request is
not medically necessary or appropriate.

Nalfon 400mg #60: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
NSAIDs Page(s): 67-73.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines NSAIDs
(non-steroidal anti-inflammatory drugs) Page(s): 67-71.

Decision rationale: According to the MTUS and ODG guidelines NSAID's are recommended
for osteoarthritis, chronic back pain and acute exacerbations of back pain. Fenoprofen is FDA
approved for mild to moderate pain at 200mg PO every 4 to 6 hours as needed and for
osteoarthritis at 300 600mg PO 3 to 4 times per day (Max daily dose is 3200mg). Improvement
may take as long as 2 to 3 weeks. There is no documentation of improvement with ongoing
NSAID use either in pain level or level of function thus this request is deemed not medically
necessary and appropriate.

Flexeril 7.5mg #60: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Muscle relaxants (for pain) Page(s): 64-66.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Muscle
relaxants (for pain) Page(s): 63-65.

Decision rationale: MTUS recommends non-sedating muscle relaxants with caution as a
second-line option for short-term treatment of acute exacerbations in patients with chronic LBP.
Recommended for a short course of therapy. Limited, mixed-evidence does not allow for a
recommendation for chronic use. The greatest effect appears to be in the first 4 days of treatment.
The documentation does reference muscle spasm that the Flexeril would be used for however at
this time frame and with no documentation of muscle spasm on examination it is not indicated.
This request is not medically necessary and appropriate.



Sleep number bed: 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), Low
Back, Mattress selection.

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.
Decision based on Non-MTUS Citation uptodate.com.

Decision rationale: Indications for a pressure relief mattress are high risk for pressure ulcer
development. The most important factors include immobility, malnutrition, reduced perfusion,
and sensory loss. According to the documentation provided these risk factors do not apply to the
IW. This request is not medically necessary and appropriate.



