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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 Anesthesiology, has a subspecialty in Pain Medicine and is 

licensed to practice in Texas. 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 injured worker is a 62 year old male injured on 10/20/11 due to undisclosed mechanism of 

injury. Diagnoses included thoracic/lumbosacral neuritis/radiculitis and displacement lumbar 

intervertebral disc without myelopathy.  Clinical note dated 05/01/14 indicated the injured 

worker presented for routine follow up medication refill.  Injured worker reported low back pain 

rated 9/10 at worst and reduced to 2/10 with medication.  The injured worker reported 

medication allowed him to rise form bed, lift light objects, and perform activities of daily living.  

Injured worker reported pain radiated to the hip and buttocks worsened by cold temperatures, 

increased by activity, and physical tasks and decreased by medications and spinal injections.  

Medications included Motrin 800mg BID, aspirin 81mg, Lidoderm 5% patch, Robaxin 500mg 

BID, and valium 10mg QHS.  Treatment plan included continuation of all medications as 

previously prescribed, schedule lumbar epidural steroid injection, and urine drug screen.  Initial 

request was non-certified on 05/29/14. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

RANDOM UDS X 2 OVER 12 MONTHS:  Upheld 

 

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

CHRONIC PAIN MEDICAL TREATMENT GUIDELINES Page(s): 43.   

 



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

testing Page(s): 43.   

 

Decision rationale: As noted on page 43 of the Chronic Pain Medical Treatment Guidelines 

drug testing is recommended as an option. It is noted that using a urine drug screen to assess for 

the use or the presence of illegal drugs is an option.  Urine drug screens are recommended as a 

tool to monitor compliance with prescribed substances, identify use of undisclosed substances, 

and uncover diversion of prescribed substances. The test should be used in conjunction with 

other clinical information when decisions are to be made to continue, adjust or discontinue 

treatment.  Patients at "low risk" of addiction/aberrant behavior should be tested within six 

months of initiation of therapy and on a yearly basis thereafter. Patients at "moderate risk" for 

addiction/aberrant behavior are recommended for point-of-contact screening 2 to 3 times a year 

with confirmatory testing for inappropriate or unexplained results. Patients at "high risk" of 

adverse outcomes may require testing as often as once per month.  There is no indication in the 

documentation the injured worker is at high or moderate risk; as such, the request cannot be 

recommended as medically necessary. 

 

ROBAXIN 500MG, #60:  Upheld 

 

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

CHRONIC PAIN MEDICAL TREATMENT GUIDELINES Page(s): 63.  Decision based on 

Non-MTUS Citation OFFICIAL DISABILITY GUIDELINES. 

 

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

relaxants Page(s): 63.   

 

Decision rationale: As noted on page 63 of the Chronic Pain Medical Treatment Guidelines, 

muscle relaxants are recommended as a second-line option for short-term (less than two weeks) 

treatment of acute low back pain and for short-term treatment of acute exacerbations in patients 

with chronic low back pain. Studies have shown that the efficacy appears to diminish over time, 

and prolonged use of some medications in this class may lead to dependence. Based on the 

clinical documentation, the injured worker has exceeded the 2-4 week window for acute 

management also indicating a lack of efficacy if being utilized for chronic flare-ups.  As such, 

the medical necessity of Robaxin 500MG, #60 cannot be established at this time. 

 

VALIUM 10MG, #30:  Upheld 

 

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

CHRONIC PAIN MEDICAL TREATMENT GUIDELINES.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Benzodiazepines Page(s): 24.   

 

Decision rationale: As noted on page 24 of the Chronic Pain Medical Treatment Guidelines, 

benzodiazepines are 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. Studies have shown that 



tolerance to its effects develops rapidly.  It has been found that long-term use may actually 

increase anxiety.  As such the request for Valium 10MG, #30 cannot be recommended as 

medically necessary at this time. 

 


