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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: Iowa, Illinois, Hawaii 

Certification(s)/Specialty: Preventive Medicine, Occupational Medicine, Public Health & 

General Preventive 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 (IW) is a 51 year old male who sustained an industrial injury on 03/19/2001. 

The report of the original injury is not included in the medical records submitted. The injured 

worker was diagnosed as having post traumatic head syndrome with post traumatic headaches, 

post traumatic vertigo, and memory dysfunction; cervical strain with right sided radiculitis; scalp 

area scar sensitivity with neuralgic pain on the right vertex where the original head injury 

occurred; secondary depression due to chronic pain; stomach upset, probably gastritis due to 

nonsteroidal anti-inflammatory drugs/opioids being used secondary chronic pain. Treatment to 

date has included medications, diagnostic MRI and evaluation and conservative care. Currently, 

the injured worker complains of neck pain with radiation to the scapula, right greater than left 

with intermittent numbness and tingling in the upper extremities He also complains of 

headaches, dizziness, memory dysfunction, depression, and insomnia due to pain. He has 

bilateral knee pain that affects his gait, and on examination has muscle spasm in the paracervical 

muscles, right greater than left and decreased range of motion in the cervical spine. His pain is 

rated an 8/10 without medications and a 5/10 when medicated. Requested for authorization are: 

12 Massage therapy sessions, Norco 10/325mg #90, Ambien CR 12.5mg #30, Zoloft 50mg #30, 

Pamelor 25mg, Naproxen Sodium 550mg #60 and Omeprazole 20mg #60. 

 

IMR ISSUES, DECISIONS AND RATIONALES 



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

 

12 Massage therapy sessions: Upheld 

 

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

Massage/Myotherapy for chronic pain. 

 

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

Therapy Page(s): 60. Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG) Pain (Chronic), Massage Therapy, Manual Therapy. 

 

Decision rationale: MTUS states regarding massage therapy, "Recommended as an option as 

indicated below. This treatment should be an adjunct to other recommended treatment (e.g. 

exercise), and it should be limited to 4-6 visits in most cases." ODG offers additional frequency 

and timeline for massage therapy by recommending: a. Time to produce effect: 4 to 6 treatments. 

b. Frequency: 1 to 2 times per week for the first 2 weeks as indicated by the severity of the 

condition. Treatment may continue at 1 treatment per week for the next 6 weeks. c. Maximum 

duration: 8 weeks. At week 8, patients should be reevaluated. Care beyond 8 weeks may be 

indicated for certain chronic pain patients in whom manipulation is helpful in improving 

function, decreasing pain and improving quality of life. The request is in excess of the 

guidelines recommendation of 4-6 visits over no more than 8 week. This request is in excess of 

recommendations. As such, the request for 12 Massage therapy sessions is not medically 

necessary at this time. 

 

Norco 10/325mg #90: Upheld 

 

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

Opioids. 

 

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

Page(s): 74-96. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Neck and Upper Back (Acute and Chronic), Opioids, Pain. 

 

Decision rationale: ODG does not recommend the use of opioids for neck pain "except for short 

use for severe cases, not to exceed 2 weeks." The patient has exceeded the 2 week recommended 

treatment length for opioid usage. MTUS does not discourage use of opioids past 2 weeks, but 

does state that "ongoing 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." The treating physician does not fully document the least reported pain 

over the period since last assessment, intensity of pain after taking opioid, pain relief, increased 

level of function, or improved quality of life. As such, the request for Norco 10/325mg #90 is 

not medically necessary. 



Ambien CR 12.5mg #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 (ODG), Pain 

(chronic), Zolpidem (Ambien). 

 

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

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

insomnia treatment. 

 

Decision rationale: The CA MTUS silent regarding this topic. ODG states that zolpidem is a 

prescription short acting non-benzodiazepine hypnotic, which is approved for short-term 

treatment of insomnia. In this case, the patient has been taking this medication in excess of 

guideline recommendations. There has been no discussion of the patient's sleep hygiene or the 

need for variance from the guidelines, such as "a) Wake at the same time everyday; (b) 

Maintain a consistent bedtime; (c) Exercise regularly (not within 2 to 4 hours of bedtime); (d) 

Perform relaxing activities before bedtime; (e) Keep your bedroom quiet and cool; (f) Do not 

watch the clock; (g) Avoid caffeine and nicotine for at least six hours before bed; (h) Only drink 

in moderation; & (i) Avoid napping." Medical documents also do not include results of these 

first line treatments, if they were used in treatment of the patient's insomnia. ODG additionally 

states "The specific component of insomnia should be addressed: (a) Sleep onset; (b) Sleep 

maintenance; (c) Sleep quality; & (d) Next-day functioning." Medical documents provided do 

not detail these components. Additionally, this patient has been on this medication since at least 

6/2012, which is in excess of guideline recommendations. As such, the request for Ambien CR 

12.5mg #30 is not medically necessary at this time. 


