
 

Case Number: CM15-0104638  

Date Assigned: 06/09/2015 Date of Injury:  01/04/2013 

Decision Date: 07/10/2015 UR Denial Date:  05/14/2015 

Priority:  Standard Application 
Received:  

06/01/2015 

 

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. 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/Service. He/she is familiar with governing laws and 

regulations, including the strength of evidence hierarchy that applies to Independent Medical 

Review determinations. 

 

The Expert Reviewer has the following credentials: 

State(s) of Licensure: New York 

Certification(s)/Specialty: Pediatrics, Internal Medicine 

 

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 injured worker is a 52-year-old female, who sustained an industrial injury on 1/04/2013, 

because of continuous trauma, while employed as a supermarket cashier.  The injured worker 

was diagnosed as having chronic regional pain syndrome.  Treatment to date has included 

diagnostics, physical therapy, cortisone injections, chiropractic, left shoulder surgeries, and 

medications.  Several documents within the submitted medical records were difficult to decipher.  

Currently (5/07/2015), the injured worker was seen for a follow-up.  It was documented that 

numerous false reports were present (Qualified Medical Examination), getting the history wrong.  

There was no need for wrist ligament surgery, as it was documented as getting better.  She was 

feeling sleepy during the day.  Difficulty with activities of daily living was reported.  Pain was 

rated 9.5/10 and it was documented that medication use allowed for activities of daily living 

completion, but medications were not providing adequate pain relief.  Side effects of current 

medications included drowsiness.  Burning pain was reported in her head, neck, and upper 

extremities (per pain diagram).  Pain levels appear increased. The Qualified Medical Evaluation 

(4/15/2015) noted complaints of multiple upper extremity symptoms, including bilateral arm 

numbness and pain.  She complained of chronic neck pain, aggravated by all activities of daily 

living, and unresponsive to all treatment and medication.  She reported loss of bilateral shoulder 

motion, accompanied by pain, numbness, and tingling from her neck, down both arms to her 

fingers.  She reported being non-compliant with exercises given by physical therapist.  She 

reported daily panic attacks that prevented her from driving her car.  A motor vehicle accident 

was reported in 2013.  The treatment plan included a sleep study pulmonary medicine evaluation, 



Senokot, Xanax, Hydroxyzine Hcl, Levodromoran, and Percocet.  The use of medication for 

sleep and pain was noted since at least 10/2014. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Sleep study pulmonary medicine evaluation: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS.  Decision based on Non-MTUS Citation Official Disability Guidelines, Mental and 

Illness Chapter. 

 

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

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

Polysomnography. 

 

Decision rationale: Polysomnography is recommended after at least six months of an insomnia 

complaint (at least four nights a week), unresponsive to behavior intervention and sedative/sleep-

promoting medications, and after psychiatric etiology has been excluded. Not recommended for 

the routine evaluation of transient insomnia, chronic insomnia, or insomnia associated with 

psychiatric disorders. The medical record does not contain details of the IW's sleep complaints or 

notation of behavior intervention to try to alleviate the insomnia. This request is not medically 

necessary and appropriate. 

 

Senakot #60: Upheld 

 

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

opioids.  Decision based on Non-MTUS Citation Official Disability Guidelines. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Opioid-induced 

constipation treatment. 

 

Decision rationale: MTUS does not comment on laxative use in chronic pain. ODG guidelines 

recommended as indicated below. In the section, Opioids, criteria for use, if prescribing opioids 

has been determined to be appropriate, and then ODG recommends, under Initiating Therapy, 

that Prophylactic treatment of constipation should be initiated. First line treatment includes 

simple treatments include increasing physical activity, maintaining appropriate hydration by 

drinking enough water, and advising the patient to follow a proper diet, rich in fiber. These can 

reduce the chance and severity of opioid-induced constipation and constipation in general. In 

addition, some laxatives may help to stimulate gastric motility. Other over-the-counter 

medications can help loosen otherwise hard stools, add bulk, and increase water content of the 

stool. There are no notations of failure of first line treatments or constipation in the records 

provided. This request is not medically necessary and appropriate. 

 

Xanax 1mg #60: Upheld 



 

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

benzodiazepines.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Benzodiazepines Page(s): 24.   

 

Decision rationale: Benzodiazepines are not 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. This 

request is not medically necessary and appropriate. 

 

Hydroxyzine HCL 10mg #90: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not base their decision on the 

MTUS.  Decision based on Non-MTUS Citation Official Disability Guidelines, Pain (Chronic) 

Chapter. 

 

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

Decision based on Non-MTUS Citation uptodate.com. 

 

Decision rationale:  MTUS and ODG do not comment on the use of hydroxyzine. Hydroxyzine 

is FDA approved for use as an antiemetic, anxiolytic, preoperative sedative and for pruritus. The 

documentation states that the IW uses the hydroxyzine for pruritus in order to continue use of 

opioid medication. The opioids were not certified and thus the hydroxyzine is not medically 

necessary. 

 

Levo Dromoran 2mg #120: Upheld 

 

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

opioids.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Opioids, 

criteria for use; 4) On-Going Management; 6) When to Discontinue Opioids; 7) When to 

Continue Opioids for chronic pain Page(s): 78-80.   

 

Decision rationale:  Documentation did not include review and documentation of pain relief, 

functional status, appropriate medication use, and side effects. Pain assessment should include 

current pain; the least reported pain over the period since last assessment; average pain; intensity 

of pain after taking the opioid; how long it takes for pain relief; and how long pain relief lasts. 

Satisfactory response to treatment may be indicated by the patient's decreased pain, increased 

level of function, or improved quality of life. This request is not medically necessary and 

reasonable. 

 

Percocet 10/325mg #180: Upheld 

 



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

opioids.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Opioids, 

criteria for use; 4) On-Going Management; 6) When to Discontinue Opioids; 7) When to 

Continue Opioids for chronic pain Page(s): 78-80.   

 

Decision rationale:  The IW has been on long term opioids, which is not recommended. 

Additionally, documentation did not include review and documentation of pain relief, functional 

status, appropriate medication use, and side effects. Pain assessment should include current pain; 

the least reported pain over the period since last assessment; average pain; intensity of pain after 

taking the opioid; how long it takes for pain relief; and how long pain relief lasts. Satisfactory 

response to treatment may be indicated by the patient's decreased pain, increased level of 

function, or improved quality of life. This request is not medically necessary and reasonable. 

 

 


