
 

 
 
 

Case Number: CM15-0108639  
Date Assigned: 06/15/2015 Date of Injury: 03/09/1993 

Decision Date: 07/31/2015 UR Denial Date: 05/13/2015 
Priority: Standard Application 

Received: 
06/05/2015 

 

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: Anesthesiology 
 
 

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 male who sustained an industrial injury on March 9, 1993. 

He has reported low back and left shoulder injuries and has been diagnosed with lumbar or 

lumbosacral disc degeneration, lumbar post laminectomy, and unspecified myalgia and 

myositis. Treatment has included medication and medical imaging. Range of motion to the 

lumbar spine noted no range of motion due to fusion and that all was from the hips. On 

palpation, paravertebral muscles, spasms and tenderness was noted on both sides. There was 

spinous process tenderness noted on L4 and L5. There was tenderness noted over the sacroiliac 

joint on the right side. There was decreased sensation to the left S1 and right L5-S2. The 

treatment plan included Valium, Opana, Vicoden, and Flomax. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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

 
Valium 5mg #100, 1 refill: 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: According to CA MTUS Guidelines, benzodiazepines are prescribed for 

anxiety. They are not recommended for long-term use for the treatment of chronic pain because 

long-term efficacy is unproven and there is a risk of dependency. Valium (Diazepam) is a long- 

acting benzodiazepine, having anxiolytic, sedative, muscle relaxant, anticonvulsant, and 

hypnotic properties. Most guidelines recommend the use of Valium for the treatment of anxiety 

disorders, and as an adjunct treatment for anxiety associated with major depression. Tolerance to 

anxiolytic effects of Valium occurs within months and long-term use may actually increase 

anxiety. Tolerance to hypnotic effects develops rapidly and tolerance to the muscle relaxant 

effects occurs within weeks. There are no guideline criteria that support the long-term use of 

benzodiazepines. In this case, the patient stated that there was functional improvement with this 

medication. However, there was no evidence of objective functional improvement supporting the 

subjective findings stated. Medical necessity for the requested medication has not been 

established. The requested medication is not medically necessary. 

 
Opana ER 30mg #60: Upheld 

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

Therapeutic trial of Opioids, Opioids for chronic pain. 

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

Page(s): 91-97. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Opioids. 

 
Decision rationale: Opana ER (Hydromorphone/Dilaudid) is a semi-synthetic opioid analgesic, 

which affects the central nervous system and is indicated for the treatment of moderate to severe 

pain. According to California MTUS Guidelines, certain criteria need to be followed, including 

an ongoing review and documentation of pain relief and functional status, appropriate 

medication use, and side effects. Pain assessment should include current pain: last reported pain 

over the period since last assessment; average pain; intensity of pain after taking the opiate, and 

the duration of pain relief. There is insufficient evidence in the clinical literature that long-term 

use of narcotic medications results in any functional improvement. In this case, there is no 

documentation of objective functional improvement with medication use to support the 

subjective reported benefit. Medical necessity for the requested medication has not been 

established. The requested medication is not medically necessary. 

 
Vicodin 10/300mg #135: Upheld 

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

Therapeutic trial of Opioids, Opioids for chronic pain. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Opioids Page(s): 91-97. Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG) Opioids. 



 

Decision rationale: According to the CA MTUS and ODG, Vicodin 10/325mg 

(Hydrocodone/Acetaminophen) is a short-acting opioid analgesic indicated for moderate to 

moderately severe pain, and is used to manage both acute and chronic pain. The treatment of 

chronic pain with any opioid analgesic requires review and documentation of pain relief, 

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

current pain, intensity of pain after taking the opiate, and the duration of pain relief. In this case, 

there is no documentation of objective functional improvement with medication use to support 

the subjective reported benefit. Medical necessity of the requested item has not been established. 

Of note, discontinuation of an opioid analgesic should include a taper, to avoid withdrawal 

symptoms. The requested medication is not medically necessary. 

 
Flomax 0.4mg #30: Upheld 

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

the MTUS. Decision based on Non-MTUS Citation Mosby's drug consult. 

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

Decision based on Non-MTUS Citation UpToDate. 

 
Decision rationale: Flomax (Tamsulosin) is an alpha-receptor antagonist (alpha-blocker) used 

in the symptomatic treatment of benign prostatic hypertrophy. It works by relaxing bladder neck 

muscles and muscle fibers in the prostate itself and make it easier to urinate. In this case, there is 

limited information to support the need of this medication. There is no documentation of 

subjective or objective findings related to the symptoms of urinary hesitancy. Medical necessity 

for the requested medication has not been established. The requested medication is not medically 

necessary. 


