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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. The expert 

reviewer is Board Certified in Internal Medicine, and is licensed to practice in California. 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/services. He/she is familiar with governing 

laws and regulations, including the strength of evidence hierarchy that applies to Independent 

Medical Review determinations. 
 
 

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 patient is an injured worker with the diagnoses of chronic pain, lumbar radiculitis, left ankle 

pain, left hip pain, and status post bilateral ankle surgery. Date of injury was 10/22/2002. Pain 

medicine progress report dated June 24, 2014 documented subjective complaints of neck pain, 

low back pain, upper extremity pain bilaterally in the hands, lower extremity pain in the left hip, 

bilaterally in the knees, ongoing headaches, and insomnia associated with ongoing pain. Pain is 

rated as 7/10 in intensity with medications. The patient reports activity of daily living limitations 

in the areas of self care and hygiene, activity, ambulation, hand function, and sleep. The patient's 

review of systems including cardiovascular, renal, pulmonary, gastrointestinal was obtained. The 

patient's allergies, social and family history, as well as past medical and surgical history were 

reviewed. There were no significant changes noted. Interval history was documented. The patient 

reports that the use of acupuncture, medications,  and physical therapy is helpful. Past 

medications included Percocet, Lidoderm, Robaxin, Maxalt, Zofran. Physical examination was 

documented. The patient was noted to be well nourished, well developed, alert and oriented and 

cooperative. The patient was observed to be in moderate distress. The patient's gait was normal. 

Lumbar examination was documented. There is spasm noted in the bilateral paraspinous 

musculature. Tenderness was noted upon palpation in the bilateral paravertebral area L3-S1 

levels. The range of motion of the lumbar spine was moderately limited secondary to pain. Pain 

was significantly increased with flexion and extension. Facet signs were present in the lumbar 

spine bilaterally. Straight leg raise with the patient in the seated position was positive bilaterally 

at 60 degrees. Tenderness is noted at the left rotator cuff and the left anterior shoulder. The range 

of motion of the left shoulder was decreased due to pain. Inspection of the left lower extremity 

reveals left thigh rash warm to touch. Magnetic resonance imaging lumbar spine performed 2-27- 

06 demonstrated mild hypertrophy of facet joint and ligamentum flavum at L3-4, L4-5 and L5- 



S1 without significant disc bulge, spinal stenosis or foraminal narrowing. Diagnoses included 

chronic pain, lumbar radiculitis, left ankle pain, left hip pain, status post bilateral ankle surgery, 

anxiety, and depression. Treatment plan included continuation of Lidoderm Patch, Percocet, 

Zolpidem, Maxalt, and Zofran. Utilization review determination date was 10/1/14. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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

 
Percocet 10/32mg #120:  Upheld 

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

for its decision. 

 
MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 3 Initial Approaches to 

Treatment, Chapter 8 Neck and Upper Back Complaints, Chapter 9 Shoulder Complaints, 

Chapter 12 Low Back Complaints, Chapter 13 Knee Complaints, Chapter 14 Ankle and Foot 

Complaints Page(s): 47-48, 181-183, 212-214, 308-310, 346-347, 376-377,Chronic Pain 

Treatment Guidelines Opioids Page(s): 74-96. 

 
Decision rationale: Medical treatment utilization schedule (MTUS) chronic pain medical 

treatment guidelines address opioids. The lowest possible dose should be prescribed to improve 

pain and function. Frequent evaluation of clinical history and frequent review of medications are 

recommended. Periodic review of the ongoing chronic pain treatment plan for the injured worker 

is essential. Patients with pain who are managed with controlled substances should be seen 

regularly.  American college of occupational and environmental medicine (ACOEM) 2nd edition 

(2004) chapter 3 states that opioids appear to be no more effective than safer analgesics for 

managing most musculoskeletal symptoms. Opioids should be used only if needed for severe 

pain and only for a short time.  ACOEM guidelines state that the long-term use of opioids is not 

recommended for neck, back, shoulder, knee, and ankle conditions. Medical records document 

the long-term use of opioids. ACOEM guidelines do not support the long-term use of opioids. 

The request for authorization for Percocet was dated 9/18/14. The latest available progress report 

submitted for review was dated June 24, 2014. The progress report for September 2014 was not 

available for review. Without updated subjective complaints and objective findings, the 

prescription for Percocet, which is a DEA Schedule II medication, is not supported. Therefore, 

the request for Percocet 10/32mg #120 is not medically necessary. 

 
Ambien 10mg #30: Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 

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

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

Zolpidem (Ambien) 



Decision rationale: Medical Treatment Utilization Schedule (MTUS) does not address Ambien. 

Official Disability Guidelines (ODG) states that Ambien is approved for the short-term, usually 

two to six weeks, treatment of insomnia, and should be used for only a short period of time. 

Medical records indicate long-term use of Ambien. ODG guidelines states that Ambien should 

be used for only a short period of time. The long-term use of Ambien is not supported by ODG 

guidelines.Therefore, the request for Ambien 10mg #30 is not medically necessary. 


