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HOW THE IMR FINAL DETERMINATION WAS MADE 

MAXIMUS Federal Services sent the complete case file to a physician reviewer. He/she has no 

affiliation with the employer, employee, providers or the claims administrator. The physician 

reviewer is Board Certified in Physical Medicine and Rehabilitation, has a subspecialty in Pain 

Management and is licensed to practice in California. 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 

physician 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 patient is a female with a date of injury of February 1, 2004. A utilization review 

determination dated August 14, 2013 recommends noncertification of Valium, Ambien, 

Lidoderm patch, and Voltaren gel. The certification is recommended for Zoloft and Kadian. A 

progress report dated July 1, 2013 identifies subjective complaints of low back pain rated as 7 

out of 10. The note states the patient is taking the pain medication as prescribed, and denies 

getting medicine from other doctors, sharing medication with family or friends, or getting 

intolerable side effects. Additionally, the note indicates that a urine drug screen performed on 

May 2, 2013 was normal. The note indicates that the pain medication is not working 

appropriately to control their pain, but that the current pain medicine allows them to do limited 

ADLs. The physical examination identifies moderate tenderness at the lumbar/sacral paraspinals. 

There was moderate increased tightness at the lumbar/sacral paraspinals, decreased range of 

motion at the lumbar/sacral paraspinals and positive straight leg elevation test bilaterally. The 

treatment plan recommends Zoloft, Valium, Ambien, Celebrex, Cymbalta, Flector, Kadian, 

Lidoderm, Lyrica, Valium, and Voltaren gel. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

The Final Determination was based on decisions for the disputed items/services set forth below: 

 

Valium 5mg: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   



 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s): 

24.  Decision based on Non-MTUS Citation Official Disability Guidelines (ODG); Chronic Pain 

Chapter, Benzodiazepines 

 

Decision rationale: Regarding the request for Valium, Chronic Pain Medical Treatment 

Guidelines state the benzodiazepines are not recommended for long-term use. Most guidelines 

limit their use to 4 weeks. Within the documentation available for review, it is unclear what 

diagnosis the Valium is being prescribed to treat.  There are no subjective complaints of anxiety 

or panic attacks. Furthermore, there is no documentation identifying any objective functional 

improvement as a result of the use of the Ativan. Finally, there is no indication that the Valium is 

being prescribed for short-term use, as recommended by guidelines. In the absence of clarity 

regarding those issues, the currently requested Valium is not medically necessary. 

 

Ambien 10mg: 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 

(Chronic) Chapter and on FDA 

 

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, 

Sleep Medication. 

 

Decision rationale: Regarding the request for Ambien, California MTUS guidelines are silent 

regarding the use of sedative hypnotic agents. ODG recommends the short-term use (usually two 

to six weeks) of pharmacological agents only after careful evaluation of potential causes of sleep 

disturbance. They go on to state the failure of sleep disturbances to resolve in 7 to 10 days, may 

indicate a psychiatric or medical illness. Within the documentation available for review, there are 

no subjective complaints of insomnia, no discussion regarding how frequently the insomnia 

complaints occur or how long they have been occurring, no statement indicating what behavioral 

treatments have been attempted for the condition of insomnia, and no statement indicating how 

the patient has responded to Ambien treatment. . Finally, there is no indication that Ambien is 

being used for short term use as recommended by guidelines. In the absence of such 

documentation, the currently requested Ambien is not medically necessary. 

 

Lidoderm patch 5%: Upheld 

 

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

Page(s): 56-57.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Topical 

Analgesics Section Page(s): 112.   

 

Decision rationale: Regarding request for topical lidocaine, guidelines the state that it is 

recommended for localized peripheral pain after there is evidence of a trial of first-line therapy. 



Within the documentation available for review, there is no documentation of localized peripheral 

pain with evidence of failure of first-line therapy as recommended by guidelines prior to the 

initiation of topical lidocaine. In the absence such documentation, the currently requested topical 

Lidocaine is not medically necessary. 

 

Voltaren gel 100gm: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Topical 

Analgesics Section Page(s): 111-112.   

 

Decision rationale:  Regarding the request for Voltaren gel, guidelines state that topical 

NSAIDs are recommended for short-term use. Oral NSAIDs contain significantly more guideline 

support, provided there are no contraindications to the use of oral NSAIDs. Within the 

documentation available for review, there's no indication that the patient has obtained any 

specific analgesic effect (in terms of percent reduction in pain, or reduced NRS) or specific 

objective functional improvement from the use of Voltaren gel. Additionally, there is no 

documentation that the patient would be unable to tolerate oral NSAIDs, which would be 

preferred, or that the Voltaren is for short term use, as recommended by guidelines. In the 

absence of clarity regarding those issues, the currently requested Voltaren gel is not medically 

necessary. 

 


