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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: Connecticut, California, Virginia 

Certification(s)/Specialty: Preventive Medicine, Occupational 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 55 year old female, who sustained an industrial injury on 5/13/13.  The 

injured worker has complaints of neck pain, right shoulder, right elbow pain and right hand 

weakness and numbness into the third, fourth and fifth digits that are worse at night.  The 

diagnoses have included rule out right shoulder labral tear versus rotator cuff tear; right ulnar 

neuropathy and right carpal tunnel syndrome.  Treatment to date has included physical therapy; 

magnetic resonance imaging (MRI) of the right shoulder; psychotropic and /or pain medications.  

The request was for ambien 10mg quantity 30 and fioricet quantity 120. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Ambien 10 mg Qty 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: Pain (Chronic) 

chapter - Zolpidem. 

 



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

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

treatment. 

 

Decision rationale: Ambien is indicated for short-term treatment of insomnia. Per the ODG 

Guidelines for Insomnia, Ambien is indicated for the short-term treatment of insomnia with 

difficulty of sleep onset (7-10 days). Without further details regarding the treatment plan and 

reasoning as to why more appropriate long-term treatment modalities are considered ineffective, 

the request is not considered medically necessary at this time. 

 

Fioricet Qty 120:  Upheld 

 

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

Barbiturate-containing analgesic agents (BCAs) Page(s): 23.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Barbiturate-containing analgesic agents (BCAs) Page(s): 23.   

 

Decision rationale: The MTUS does not recommend barbiturate-containing analgesics for 

chronic pain. The potential for drug dependence is high and there is no evidence to show a 

clinically important enhancement of analgesic efficacy of BCAs due to the barbiturate 

constituents. There is a risk of medication overuse as well as rebound headache. Therefore, based 

on the guidelines and lack of evidence to support use of Fioricet in chronic pain, the decision to 

modify the request per utilization review in order to facilitate weaning is reasonable, and the 

request to continue treatment is not considered medically necessary. 

 

 

 

 


