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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. 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: Arizona, California 

Certification(s)/Specialty: Family Practice 

 

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 54-year-old male, who sustained an industrial injury on 11/09/1995. 

Diagnoses include lumbar post laminectomy syndrome and second revision in 2002, lumbar disc 

displacement without myelopathy, and depression. Treatment to date has included a lumbar 

fusion L4-S1 (2002 x 2). He has also had diagnostics, medications and modified activity. Per the 

Primary Treating Physician's Progress Report dated 1/27/2015, the injured worker reported low 

increased low back pain especially on the right side. He reports that medications help and 

morphine reduces his pain by 30% which allows him to do daily care activities including 

dressing and bathing.  Physical examination revealed an antalgic gait. There is no detailed 

physical examination of the low back. The plan of care included medications and authorization 

was requested for Viagra, Floricet and Ambien and Cymbalta. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Viagra 100mg 1 tab #30: Upheld 

 

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

MTUS. Decision based on Non-MTUS Citation http://www.guideline.gov; The management of 

erectile dysfunction. 



 

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

Page(s): 82-92. 

 

Decision rationale: According to the MTUS guidelines, chronic opioid use can lead to low 

testosterone levels and potentially a decline in libido and erectile dysfunction. Testosterone 

replacement may be appropriate in those with hypogonadism. In this case, there is no indication 

of a low testosterone. There is no mention of erectile dysfunction. The term sexual dysfunction 

as described in the chart is broad and vague. The use of Viagra is for erectile dysfunction. The 

claimant has not been diagnosed with this disorder as it relates to the injury or use of 

medications. Viagra, therefore, is not medically necessary. 

 

Fiorcet (Butalbital/APAP/Caffeine) 1 tab BID PRN #60: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Barbiturates Page(s): 23.  Decision based on Non-MTUS Citation ODG- head guidelines, pg 20. 

 

Decision rationale: According to the guidelines, Barbiturate containing products are not 

recommended for chronic pain.  The potential for drug dependence is high and no evidence 

exists to show a clinically important enhancement of analgesic efficacy of BCAs due to the 

barbiturate constituents. The Fioricet contains a barbiturate- Butalbital. IT had been used for 

headaches. Other 1st line medications are indicated for headache and migraines includes, 

Tylenol, NSAIDS and Triptans. Based on the guidelines, the continued use of Fioricet is not 

medically necessary. 

 

Ambien Cr 12.5mg 1 tab at bedtime #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-Treatment for 

Workers' Compensation, Online Edition Chapter: Pain, Zolpidem (Ambien(r)). 

 

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

Decision based on Non-MTUS Citation ODG- pain guidelines pg 64. 

 

Decision rationale: Zolpidem (Ambien) is indicated for the short-term treatment of insomnia 

with difficulty of sleep onset (7-10 days). In this case, the claimant had used the medication for 

several months. The etiology of sleep disturbance was not defined or further evaluated. The 

claimant had been on Ambien for several months and long-term use is not indicated . Its long- 

term use can increase rate of death. Continued use of Zolpidem (Ambien) is not medically 

necessary. 


