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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. The expert 

reviewer is Board Certified in Family Practice 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 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/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 42 year old female claimant sustained a work injury on 8/9/12 involving the neck, back, 

shoulder, elbow, wrist, hand and knee. She was diagnosed with myofacial pain syndrome, left 

wrist fracture (underwent ORIF in 2012), left 3rd and 4th metatarsal fracture and left shoulder 

strain. She had undergone an exercise program and continued to have 8/10 pain. A progress note 

in September 2014 indicated the claimant had persistent pain in the left shoulder, pain with 

palpation to the left elbow and lumbar paraspinal tenderness. The physician requested 

continuation of prior medications: Tramadol, Gabapentin, Trazadone, Topiramate and topical 

Medrox Cream. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

TRAZADONE 50 MG #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 PAIN 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

antidepressants Page(s): 14-18.   

 

Decision rationale: Trazadone is a tricyclic antidepressant. According to the MTUS guidelines, 

this class of medications is to be used for depression, radiculopathy, back pain, and fibromyalgia. 



Tricyclic antidepressants have been shown in both a meta-analysis and a systematic review to be 

effective, and are considered a first-line treatment for neuropathic pain. It has not been proven 

beneficial for lumbar root pain. In this case, the indication for use or response to medication was 

not noted in the clinical documentation. The request for Trazadone is not medically necessary. 

 

ZOLPIDEM 5 MG #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 PAIN 

 

MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS.  

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Insomnia 

medications 

 

Decision rationale: The MTUS guidelines do not comment on insomnia. According to the ODG 

guidelines, insomnia medications recommend that treatment be based on the etiology, with the 

medications. Pharmacological agents should only be used after careful evaluation of potential 

causes of sleep disturbance. Failure of sleep disturbance to resolve in a 7 to 10 day period may 

indicate a psychiatric and/or medical illness. Primary insomnia is generally addressed 

pharmacologically. Secondary insomnia may be treated with pharmacological and/or 

psychological measures.In this case, the sleep disorder was not specified. Behavioral 

modifications were not mentioned. Long term use is not indicated. The request for Zolpidem 30 

day supply is not medically necessary. 

 

MEDROX CREAM:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines.   

 

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

analgesics Page(s): 111-112.   

 

Decision rationale: Medrox contains: methyl salicylate 5%, menthol 5%, capsaicin 0.0375% .  

The use of compounded agents have very little to no research to support their use. According to 

the MTUS guidelines , Capsacin is recommended in doses under .025%. An increase over this 

amount has not been shown to be beneficial. In this case, Medrox contains a higher amount of 

Capsacin than is medically necessary. As per the guidelines, any compounded medication that 

contains a medication that is not indicated is not indicated. The application, pain response and 

specified use was no mentioned in this case. Therefore request for Medrox is not medically 

necessary. 

 


