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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 47 year old female with an industrial injury dated April 22, 2013. The
injured worker diagnoses include bilateral carpal tunnel syndrome, right elbow lateral
epicondylitis, right shoulder bursitis and impingement, and right shoulder acromioclavicular
joint (AC) arthrosis. She has been treated with Magnetic Resonance Imaging (MRI) of bilateral
wrist/hand, MRI of right shoulder/right elbow, prescribed medications, 24 visits of
physiotherapy, electrodiagnostic consultation and periodic follow up visits. According to the
progress note dated 3/3/2015, the injured worker reported bilateral shoulder pain, bilateral elbow
pain, and bilateral wrist and hand pain. Objective findings revealed tenderness to palpitation
over the acromioclavicular joint (AC) joint, tenderness to palpitation over the medial and lateral
epicondylitis, tenderness to palpitation over the flexor tendons and positive Tinel's sign,
bilaterally. The treating physician prescribed Keflex 500mg, Ambien 10mg, Percocet 10/325mg,
and Zofran 4mg.

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

Keflex 500mg, quantity 12: Upheld




Claims Administrator guideline: The Claims Administrator did not base their decision on the
MTUS. Decision based on Non-MTUS Citation PubMed, Keflex.

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

Decision rationale: Keflex (Cephalexin) is in a group of drugs called cephalosporin
antibiotics. It recommended as first-line treatment for cellulitis, upper respiratory infections,
ear infections and other conditions. For outpatients with non-purulent cellulitis, empirical
treatment for infection due to beta-hemolytic streptococci and methicillin-sensitive S. aureus,
Keflex is recommended, as well as for penicillin allergic patients that can tolerate
cephalosporins. In this case, the requested surgery was not medically supported; therefore, the
medical necessity for postoperative antibiotics has not been established. The requested
antibiotic is not medically necessary.

Ambien 10mg quantity 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, Treatment in
Workers' Compensation, Pain, Zolpiderm.

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: Ambien (Zolpidem) is a prescription short-acting non-benzodiazepine
hypnotic, which is approved for the short-term treatment of insomnia (usually two to six weeks)
and is rarely recommended for long-term use. It can be habit-forming, may impair function and
memory more than opioid analgesics, and 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
was no documentation regarding a comprehensive work-up regarding potential sources of the
patient's insomnia prior to prescribing a hypnotic, such as Zolpidem. There is no documentation
provided indicating medical necessity for Ambien. The requested medication is not medically
necessary.

Perocet 10/325mg quantity 90: Upheld

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment Guidelines
Oxycodone/Acetaminophen (Perocet, generic available).

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Opioids
Page(s): 91-97.

Decision rationale: According to the CA MTUS and the ODG, Percocet (Oxycodone/
Acetaminophen) is a short-acting opioid analgesic indicated for moderate to severe pain, and is
used to manage both acute and chronic pain. The treatment of chronic pain with any opioid
analgesic requires review and documentation of pain relief, functional status, appropriate
medication use, and side effects. A pain assessment should include current pain, intensity of
pain after taking the opiate, and the duration of pain relief. In this case, there is no
documentation of the medication's pain relief effectiveness, functional status, or response to



ongoing opioid analgesic therapy. Medical necessity of the requested medication has not been
established. Of note, discontinuation of an opioid analgesic should include a taper, to avoid
withdrawal symptoms. The requested treatment with Percocet 10/325 mg is not medically
necessary.

Zofran 4mg quantity 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, Treatment in
Workers' Compensation, Pain, Ondansetron (Zofran).

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

Decision rationale: Ondansetron (Zofran) is used to prevent nausea and vomiting that may be
caused by anesthesia/surgery, or chemotherapy or radiation therapy. It is also approved for use
acutely with gastroenteritis. Ondansetron is not used and is ineffective for nausea associated
with narcotic analgesics. Medical necessity of the requested medication has not been
established. The requested medication is not medically necessary.



