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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 Rehab, has a subspecialty in Interventional 

spine 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 37-year-old male with date of injury of 04/26/2006. The listed diagnoses from 

10/28/2014 are: 1.      Failed back surgery syndrome2.      Sacroiliac joint pain According to this 

report, the patient complains of low back pain with some stiffness in the low back and buttock 

area. He rates his pain 3/10. The patient has utilized massages, TENS unit, ice, and stretching. 

Examination shows the patient's gait is favoring the left hip/buttock. Tenderness noted in the 

lumbar paraspinous muscles, with axial tenderness. There is stiffness and discomfort with 

extension upon lumbar spine range of motion. Tender right sacral joint, piriformis muscle and 

trochanter. FABER's test is positive bilaterally. Discomfort and stiffness with flexion and 

internal rotation of the right hip. Straight leg raise is positive on the left. Motor exam, sensory 

exam and reflexes are normal. Treatment reports from 05/07/2014 to 10/28/2014 were provided 

for review. The utilization review denied the request on 11/05/2014. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Alprazolam 1m #80:  Upheld 

 

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

Benzodiazepines, weaning of medications Page(s): 24, 124.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Benzodiazepine Page(s): 24.   



 

Decision rationale: This patient presents with low back pain and left leg pain. The treating 

physician is requesting Alprazolam 1 mg quantity 90 (one tablet every 6 to 8 hours). Alprazolam 

is a benzodiazepine and the MTUS Guidelines page 24 on benzodiazepine states that it is not 

recommended for long-term use because long-term efficacy is unproven and there is a risk of 

dependence.  Most guidelines limit the use to 4 weeks. The medical records show that the patient 

was prescribed alprazolam on 05/07/2014. The MTUS guidelines do not recommend the long-

term use of this medication. The request is not medically necessary. 

 


