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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: Anesthesiology

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 79 year old male who sustained an industrial injury on 4-27-92. Progress
report dated 8-11-15 reports no change in symptoms since last visit. The injured worker states
that the stimulator has been helpful in relieving low back and lower extremity symptoms by
50%. He has residual back complaints and lower extremity symptoms of numbness and tingling.
He has continued complaints of significant neck pain. The combination of medication and the
spinal cord stimulator keeps his pain under control. Diagnoses include: history of multiple
lumbar surgeries, intractable lumbar pain, and lumbar radiculopathy, history of spinal cord
stimulator implantation, insomnia, depression and anxiety. Plan of care: continue current
medication regimen; Zoloft, Xanax, lyrica, Ambien and Robaxin.

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

Xanax 0.25mg #30: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
20009.




MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Benzodiazepines. Decision based on Non-MTUS Citation Official Disability
Guidelines (ODG) Benzodiazepines.

Decision rationale: Alprazolam (Xanax) is a short-acting benzodiazepine drug having
anxiolytic, sedative, and hypnotic properties. The medication is used in conjunction with
antidepressants for the treatment of depression with anxiety, and panic attacks. Per California
MTUS Guidelines, benzodiazepines are not recommended for long-term use for the treatment of
chronic pain because long-term efficacy is unproven and there is a risk of dependency. Most
guidelines limit use to four weeks. In this case, the patient states improvement of anxiety,
depression and insomnia on his current regimen of medications. However, there is no
documentation of objective functional improvement that would support the subjective benefit
from Xanax noted. The MTUS does not recommend benzodiazepines for long term use for any
condition. Tolerance to hypnotic effects develops rapidly. Tolerance to anxiolytic effects occurs
within months and long-term use may actually increase anxiety. Medical necessity for the
requested medication was not established. The requested medication was not medically
necessary.

Ambien 12.5mg #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,
Zolpidem (Ambien); Mosby's Drug Consult, Zolpidem Tartrate (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,
and Insomnia Treatment.

Decision rationale: According to the ODG, Zolpidem (Ambien) is a prescription short-acting
non-benzodiazepine hypnotic, which is indicated for the short-term treatment of insomnia with
difficulty of sleep onset (7-10 days). Proper sleep hygiene is critical to the individual with
chronic pain and often is hard to obtain. Ambien can be habit-forming, and may impair function
and memory more than opioid analgesics. There is also concern that Ambien may increase pain
and depression over the long-term. The treatment of insomnia should be based on the etiology,
and pharmacological agents should only be used after careful evaluation of potential causes of
sleep disturbance. In this case, there is lack of documentation supporting objective functional
improvement (improved Epworth sleep scale) to support the patient's subjective benefit. There is
no documentation provided indicating medical necessity for Ambien. The requested medication
is not medically necessary.

Zoloft 100mg #60: Overturned

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical Treatment
20009.



Section(s): SSRIs (selective serotonin reuptake inhibitors).

Decision rationale: Sertraline (Zoloft) is a selective serotonin re-uptake inhibitor (SSRI).
SSRI's are not recommended as a treatment for chronic pain, but may have a role in treating
secondary depression. It has been suggested that the main role of SSRIs may be in
addressing psychological symptoms associated with chronic pain, but more information is
needed regarding the role of SSRIs and pain. In addition, SSRIs have not been shown to be
effective for low back pain. In this case, the patient states improvement of anxiety,
depression and insomnia on his current regimen of medications. The continued use of
antidepressant therapy with Zoloft is medically necessary and reasonable. Medical necessity
for the requested medication has been established. The requested medication is medically
necessary.

Lyrica 100mg #60: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical
Treatment 2009.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Antiepilepsy drugs (AEDs), Pregabalin (Lyrica).

Decision rationale: According to California MTUS Guidelines, anti-epilepsy drugs (AEDSs)
are a first-line treatment for neuropathic pain. Lyrica (pregabalin) is FDA approved for
diabetic neuropathy and post-herpetic neuralgia and has been used effectively for the
treatment of other neuropathic pain. The guidelines indicate a good to moderate response to
the use of Lyrica is a 30-50% reduction in pain. In this case , there is no documentation of
functional improvement with the use of this medication. Medical necessity for the requested
medication has not been established. The requested medication is not medically necessary.

Robaxin 750mg #60: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Medical
Treatment 2009. Decision based on Non-MTUS Citation Official Disability Guidelines
(ODG), Pain, Non- sedating muscle relaxants.

MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009,
Section(s): Muscle relaxants (for pain).

Decision rationale: Robaxin (Methocarbamol) is an antispasmodic muscle relaxant. The
mechanism of action is unknown, but appears to be related to central nervous system
depressant effects with related sedative properties. According to CA MTUS Guidelines,
muscle relaxants are not recommended for the long-term treatment of chronic pain. They are
not recommended to be used for longer than 2-3 weeks. According to the guidelines, muscle
relaxants are not considered any more effective than non-steroidal anti-inflammatory
medications alone. In this case, there is no documentation of muscle spasms on physical
exam. In addition, there is no documentation of objective functional improvement from any
previous use of this medication. Based on the currently available information, the medical
necessity for this muscle relaxant medication has not been established. The requested
medication is not medically necessary.



