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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: Indiana 

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 52-year-old female, who sustained an industrial injury on July 4, 2013, 

incurring right shoulder and neck injuries restraining a patient while working as an emergency 

room nurse. She was diagnosed with a left shoulder rotator cuff injury and cervical strain with 

disc protrusion. Electromyography was negative for neuropathy. Treatment included home 

exercise program, anti-inflammatory drugs, pain medications, and left shoulder arthroscopy. 

Currently, the injured worker complained of persistent right shoulder pain and neck pain, 

worsening with reaching and prolonged use of the arm. She also complained of insomnia, 

headaches and depression. The treatment plan that was requested for authorization included a 

prescription for Xanax, physical therapy and a home cervical traction unit. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Xanax 1mg #20: Upheld 

 

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

Benzodiazepines Page(s): 24. Decision based on Non-MTUS Citation Official Disability 

Guidelines (ODG), Pain Chapter. 



MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines Benzodiazepines Page(s): 24. 

 

Decision rationale: Xanax is the brand name version of Alprazolam, a benzodiazepine. MTUS 

states, "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. Their range of action includes 

sedative/hypnotic, anxiolytic, anticonvulsant, and muscle relaxant. Chronic benzodiazepines are 

the treatment of choice in very few conditions. Tolerance to hypnotic effects develops rapidly. 

Tolerance to anxiolytic effects occurs within months and long-term use may actually increase 

anxiety. A more appropriate treatment for anxiety disorder is an antidepressant. Tolerance to 

anticonvulsant and muscle relaxant effects occurs within weeks." Records indicate that the 

patient has been on Xanax since far in excess of the 4 week limit. The treating physician does 

not indicate any extenuating circumstances for way this patient should continue to be on Xanax. 

The requested Xanax is in excess of the guidelines. As such, the request is not medically 

necessary. 

 

Physical therapy 2 times a week for 3 weeks: Overturned 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 2 General 

Approach to Initial Assessment and Documentation, Chronic Pain Treatment Guidelines 

Physical Medicine. 

 

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

Medicine Page(s): 98-99. Decision based on Non-MTUS Citation Official Disability Guidelines 

(ODG), Shoulder (Acute & Chronic), Physical Therapy, ODG, Preface, Physical Therapy. 

 

Decision rationale: California MTUS guidelines refer to physical medicine guidelines for 

physical therapy. "Allow for fading of treatment frequency (from up to 3 visits per week to 1 or 

less), plus active self-directed home Physical Medicine." Regarding physical therapy, ODG 

states "Patients should be formally assessed after a "six-visit clinical trial" to see if the patient is 

moving in a positive direction, no direction, or a negative direction (prior to continuing with the 

physical therapy); & (6) When treatment duration and/or number of visits exceeds the 

guideline, exceptional factors should be noted." At the conclusion of this trial, additional 

treatment would be assessed based upon documented objective, functional improvement, and 

appropriate goals for the additional treatment. The request for 6 sessions falls within the 

guidelines. Therefore, the request is medically necessary. 

 

Home cervical traction unit: Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 8 Neck and 

Upper Back Complaints Page(s): 173. 

 

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

Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) Neck and Upper 

Back, Traction. 



 

Decision rationale: California MTUS guidelines refer to physical medicine guidelines for 

physical therapy. "Allow for fading of treatment frequency (from up to 3 visits per week to 1 or 

less), plus active self-directed home Physical Medicine." Regarding physical therapy, ODG 

states "Patients should be formally assessed after a "six-visit clinical trial" to see if the patient is 

moving in a positive direction, no direction, or a negative direction (prior to continuing with the 

physical therapy); & (6) When treatment duration and/or number of visits exceeds the 

guideline, exceptional factors should be noted." At the conclusion of this trial, additional 

treatment would be assessed based upon documented objective, functional improvement, and 

appropriate goals for the additional treatment. The request for 6 sessions falls within the 

guidelines. Therefore, the request is medically necessary. 


