
 

Case Number: CM14-0003092  

Date Assigned: 01/31/2014 Date of Injury:  03/22/2000 

Decision Date: 06/27/2014 UR Denial Date:  12/24/2013 

Priority:  Standard Application 

Received:  

01/08/2014 

 

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 Occupational Medicine 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 patient is a 62-year-old male, who has submitted a claim for right wrist tendinitis and 

bilateral shoulder impingement, associated with an industrial injury date of March 22, 2000. 

Medical records from 2013 were reviewed, which showed that the patient complained of bilateral 

hand and shoulder pain grade 5/10 on visual analogue scale. On physical examination, 

tenderness was noted on the shoulder girdles and right trapezius. Range of motion (ROM) of the 

bilateral shoulders was decreased in all fields with marked increased pain with elevation above 

90 degrees. Rotator cuff challenge remains positive on the right. Treatment to date has included, 

tramadol, Protonix, Celebrex, Lunesta, Lidocaine Patches, Ambien and Right Shoulder 

Athroscopy, Distal Clavicle Resection and Possible Superior Labrum Anterior and Posterior 

Lesion and Rotator Cuff Repair. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

AMBIEN 10MG #30 WITH 2 REFILLS:  Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision.   

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Pain, Ambien 

 



Decision rationale: The CA MTUS does not specifically address this topic. Per the Strength of 

Evidence, hierarchy established by the California Department of Industrial Relations, Division of 

Workers Compensation, the Official Disability Guidelines (ODG), was used instead. CA MTUS 

does not specifically address Ambien; however, the Official Disability Guidelines state that 

zolpidem (Ambien), is a prescription short-acting non-benzodiazepine hypnotic, which is 

approved for the short-term (usually two to six weeks) treatment of insomnia. They can be habit-

forming and they may impair function and memory. There is also concern that they may increase 

pain and depression over the long term. In this case, the patient has been on Ambien since 

November 7, 2013 (7 weeks to date), which is beyond the duration recommended by the 

guidelines  Furthermore, the medical records did not report continued functional benefits from 

this medication. The duration and frequency were not specifically stated as well. There is no 

indication for continued use of this medication. Therefore, the request for AMBIEN 10MG #30 

WITH 2 REFILLS is not medically necessary. 

 


