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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 Physical Medicine & Rehabilitation and is licensed to practice in 

Texas. 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 57-year-old male who reported an injury on 09/23/2011. The mechanism of 

injury was a fall down a ladder while painting. The patient's medication history was provided as 

of 08/20/2013, which revealed the patient was taking Zolpidem, Tramadol, Fluocinonide, 

Cortisone, and Loratadine. The documentation of 10/07/2013 revealed the patient was having 

complaints of worsening left wrist with numbness in all 5 fingers of the left hand. The patient 

was using a wheeled walker. The patient had diminished light touch in the left ulnar nerve 

distribution at the wrist. The patient's diagnoses were noted to include status post open reduction 

and internal fixation of the left distal radius, left Guyon's canal syndrome, and carpal tunnel 

syndrome. A request was made for removal of the hardware from the left wrist. This was the 

most recent documentation submitted for review regarding the prescriptions. The patient's 

medication history indicated the patient had been taking the medication since 09/2013. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

ONE (1) PRESCRIPTION OF ZOLPIDEM 10MG #30:  Upheld 

 

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

(MAY 2009), PAIN CHAPTER.   

 



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, ZOLPIDEM 

 

Decision rationale: The Expert Reviewer's decision rationale: Official Disability Guidelines 

indicate Zolpidem (Ambien) is appropriate for the short-term treatment of insomnia, generally 2 

to 6 weeks. The clinical documentation submitted for review failed to indicate the necessity for 

ongoing treatment with Zolpidem. The patient had been noted to take the medication since 

09/2013. There was a lack of a DWC Form RFA or PR2 indicating the date of request. There 

was a lack of documentation of efficacy of the requested medication and exceptional factors to 

warrant non-adherence to Guideline recommendations. Given the above, the request for 1 

prescription of Zolpidem 10MG #30 is not medically necessary. 

 

ONE (1) PRESCRIPTION OF TRAMADOL 50MG #60:  Upheld 

 

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

(MAY 2009).   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

ONGOING MANAGEMENT Page(s): 78.   

 

Decision rationale: The Expert Reviewer's decision rationale: California MTUS guidelines 

recommend opiates for chronic pain. There should be documentation of an objective 

improvement in function, an objective decrease in the VAS score, and evidence that the patient is 

being monitored for aberrant drug behavior and side effects. The clinical documentation 

submitted for review indicated the patient had been taking the medication since 09/2013. There 

was a lack of documentation of an objective improvement in function, objective decrease in the 

VAS score and evidence the patient was being monitored for aberrant drug behavior and side 

effects. There was a lack of a DWC Form RFA or PR2 indicating the date of request. Given the 

above, the request for 1 prescription of Tramadol 50MG #60 is not medically necessary. 

 

ONE (1) PRESCRIPTION OF CLOBETASOL CREAM 0.5MG:  Upheld 

 

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

(MAY 2009).   

 

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

Decision based on Non-MTUS Citation OTHER MEDICAL TREATMENT GUIDELINE OR 

MEDICAL EVIDENCE: HTTP://WWW.DRUGS.COM/MTM/CLOBETASOL-

TOPICAL.HTML 

 

Decision rationale: The Expert Reviewer's decision rationale: Per drugs.com, Clobetasol is a 

topical steroid used to reduce the action of chemicals in the body that cause inflammation, 

redness, and swelling. The clinical documentation submitted for review indicated the patient had 

been taking a topical steroid since 09/2013. There was a lack of documentation indicating the 

efficacy of the requested medication as well as a documented rationale. There was a lack of 



documentation indicating the DWC Form RFA or PR2 for the requested service. As such, no 

date of request Final Determination Letter for IMR Case Number  could be 

established. Given the above, the request for 1 prescription of Clobetasol Cream 0.5MG is not 

medically necessary. 

 




