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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: California 

Certification(s)/Specialty: Physical Medicine & Rehabilitation 

 

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 57-year-old female who sustained an industrial injury on July 6, 2010. 

She has reported low back pain and has been diagnosed with lumbar discogenic disease, lumbar 

radiculopathy, intractable pain, status post cervical fusion, and cauda equina syndrome. 

Treatment has included medications. Currently the injured worker complains of spasm of the 

lumbar spine with painful range of motion. There was a positive straight leg raising on the right 

to 70 degrees and on the left to 45 degrees. The treatment request included Percocet 10/325 mg # 

180 and Restoril 30 mg # 30. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

1 prescription of Percocet 10/325 mg. # 180: Upheld 

 

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

Opioids. 

 

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

for Use of Opioids Page(s): 76-78, 88-89. 



Decision rationale: The patient presents on 05/13/14 with unrated lower back pain. The patient's 

date of injury is 07/06/10. Patient is status post cervical fusion at unspecified levels and date. The 

request is for 1 Prescription of Percocet 10/325 MG #90. The RFA was not provided. Physical 

examination dated 05/13/14 reveals tenderness to palpation and spasm of the lumbar spine, 

painful and limited range of motion, and positive straight leg raise bilaterally at 70 degrees on the 

right and 45 degrees on the left. Neurological examination reveals decreased sensation in the   

L4, L5 and S1 dermatomes and decreased motor strength in the bilateral lower extremities. The 

patient's current medication regimen was not provided. Diagnostic imaging included X-ray of the 

lumbar spine showing grade 1-2 spondylolisthesis at L4-5 and degenerative disc changes L5-S1. 

Patient is currently classified as temporarily totally disabled. MTUS Chronic Pain Medical 

Treatment Guidelines, page 88-89 Criteria for Use of Opioids for Long-term Users of Opioids 

(6-months or more) states: "Pain should be assessed at each visit, and functioning should be 

measured at 6-month intervals using a numerical scale or validated instrument". MTUS page 78, 

Therapeutic trial of opioids,  section on On-Going Management requires documentation of the 

4As - analgesia, ADLs, adverse side effects, and adverse behavior-, as well as "pain assessment" 

or outcome measures that include current pain, average pain, least pain, intensity of pain after 

taking the opioid, time it takes for medication to work and duration of pain relief. In regard to the 

request for continued use of Percocet for the management of this patient's chronic cervical spine 

pain, treater has not provided adequate documentation of analgesia. It is unclear how long this 

patient has been taking Percocet for pain, though utilization review dated 06/26/14 indicates that 

this patient has been receiving it since August 2012. Only 1 progress note was provided, dated 

05/13/14, containing no discussion of medication efficacy or functional improvements. 

Furthermore, there are no recent consistent drug screen results or discussion of lack aberrant 

behaviors, either. Owing to a lack of 4A's as required by MTUS, the request is not medically 

necessary. 

 

1 prescription of Restoril 30 mg. # 30: Upheld 

 

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

Benzodiazepines. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Benzodiazepines Page(s): 24. 

 

Decision rationale: The patient presents on 05/13/14 with unrated lower back pain. The patient's 

date of injury is 07/06/10. Patient is status post cervical fusion at unspecified levels and date. The 

request is for 1 Prescription of Restoril 30MG #30. The RFA was not provided. Physical 

examination dated 05/13/14 reveals tenderness to palpation and spasm of the lumbar spine, 

painful and limited range of motion, and positive straight leg raise bilaterally at 70 degrees on the 

right and 45 degrees on the left. Neurological examination reveals decreased sensation in the   

L4, L5 and S1 dermatomes and decreased motor strength in the bilateral lower extremities. The 

patient's current medication regimen was not provided. Diagnostic imaging included X-ray of the 

lumbar spine showing grade 1-2 spondylolisthesis at L4-5 and degenerative disc changes L5-S1. 

Patient is currently classified as temporarily totally disabled. MTUS Chronic Pain Medical 

Treatment Guidelines page 24 for Benzodiazepines 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. In regard to the request for what appears to be the continuation of Restoril, 

treater has exceeded guideline recommendations for the duration of this medication. An accurate 

medication history for this patient was not provided, though utilization review dated 06/26/14 

indicates that this patient has been receiving Restoril since at least September 2013. While this 

patient presents with sleep loss secondary to chronic pain, the requested 30 tablet prescription 

does not imply short duration therapy. Such a long course of treatment with Benzodiazepines 

carries a risk of dependence and loss of efficacy and is not supported by guidelines. Therefore, 

the request is not medically necessary. 


