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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 North Carolina. 

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 has a reported date of injury of 02/12/2007. The patient has the diagnoses of 

adhesive capsulitis of the shoulder, complete rupture of the rotator cuff, shoulder pain, rotator 

cuff sprain/strain, lumbar radiculopathy, traumatic arthropathy of the SI joint, chronic pain 

syndrome and displacement of a lumbar intervertebral disc without myelopathy.  Past treatment 

modalities have included surgical intervention, cortisone injections and epidural lumbar steroid 

injections.  Per the most recent progress notes form the requesting physician dated 11/24/2014, 

the patient had complaints of continuing shoulder, low back, hip and left leg pain.  The physical 

exam noted tenderness in the lumbar spine, worse over the Si joint on the left, restricted lumbar 

range of motion, positive left straight leg raise test, positive Patrick's test, decreased sensation 

over the lateral lower thigh and calves and tenderness in the shoulder to palpation. Treatment 

plan recommendations included continuation of medications along with home heat/ice/stretching 

program. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Lorazepam 1mg:  Upheld 

 

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

Pain - Benzodiazepines Page(s): 24.   

 



MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Benzodiazepines Page(s): 24.   

 

Decision rationale: The California chronic pain medical treatment guidelines section on 

benzodiazepines stated:BenzodiazepinesNot recommended for long-term use because long-term 

efficacy is unproven and there is a risk of dependence. Most guidelines limit use to 4 weeks. 

Their range of action includes sedative/hypnotic, anxiolytic, anticonvulsant, and muscle relaxant. 

Chronic benzodiazepines are the treatment of choice in very few conditions. Tolerance to 

hypnotic effects develops rapidly.Tolerance to anxiolytic effects occurs within months and long-

term use may actually increase anxiety. A more appropriate treatment for anxiety disorder is an 

antidepressant. Tolerance to anticonvulsant and muscle relaxant effects occurs within weeks. 

(Baillargeon, 2003) (Ashton,2005)This medication is not recommended per the California 

MTUS for chronic ongoing use. They are the treatment of choice in very few instances. There is 

no indication of failure of other first line anxiety medications.  Therefore the request is not 

medically necessary. 

 


