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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 and Rehabilitation 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: 

 

This 57 year old female sustained work related injuries on May 12, 2010. According to the UR, 

the mechanism of injury involved a fall with injury to her lower back and hip.  The injured 

worker's medical history includes lumbar degenerative disc disease, right rotator cuff 

impingement status post rotator cuff repair, diffuse regional myofascial pain and chronic pain 

with mood and sleep disorder. Treatment included diagnostic studies, prescribed medications, 

psychological care, home exercise program, and follow up visits. According to the treating 

provider notes dated July 22, 2014, the injured worker has persistent cumulative musculoskeletal 

trauma to right shoulder, neck and upper extremity. Documentation also noted that the injured 

worker's anxiety and depression was secondary to her work related injury and chronic pain. As 

of July 22, 2014, the injured worker remained temporarily totally disabled. The treating 

physician prescribed services for Ambien 5mg #30 now under review. On August 5, 2014, 

Utilization Review evaluated the prescription for Ambien 5mg #30 requested on July 29, 2014. 

Upon review of the clinical information, UR noncertified the request for Ambien noting the non-

recommendation for long-term use according to the ODG guidelines. This UR decision was 

subsequently appealed to the Independent Medical Review. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Ambien 5mg, #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 (ODG) 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/Insomnia 

 

Decision rationale: The California Medical Treatment Utilization Schedule does not specifically 

discuss this clinical situation.  The Official Disability Guidelines/Treatment in Workers 

Compensation/Pain does discuss insomnia treatment, noting that Ambien is indicated for 

difficulty with sleep for up to 10 days.  The medical records and guidelines do not provide an 

alternative rationale or explanation for this medication on a chronic basis.  This request is not 

medically necessary. 

 


