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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: 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 41 year old female who sustained an industrial injury on July 30, 2011. 

She has reported low back pain, knee pain, and hip pain and has been diagnosed with chronic 

right knee pain status post right knee arthroscopic surgery, chronic left knee pain status post left 

knee arthroscopic surgery, chronic low back and left lower extremity pain, right greater 

trochanter bursitis, and right hip pain. Comorbid conditions includes obesity (BMI 38.6). 

Treatment has included medications, surgery, chiropractic care, injections, and physical therapy. 

Provider's note dated 5/19/2015 noted ongoing lower back, knee and hip pain. The exam showed 

no significant change from prior exams. The treatment request included Ambien and Flexeril. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

 

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

 
Retrospective (DOS) 04/21/2015 pharmacy purchase Ambien 5mg Qty: 30.00: 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), Chronic 

Pain. 



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

MTUS. Decision based on Non-MTUS Citation Schutte-Rodin S, et al. Clinical 

Guideline for the Evaluation and Management of Chronic Insomnia in Adults. J Clin 

Sleep Med 2008;4(5):487- 504. 

 
Decision rationale: Zolpidem (Ambien, Ambien CR) is a short-acting benzodiazepine 

receptor agonist medication. It is indicated for short-term (usually about two to six 

weeks) treatment of insomnia. It is very effective in initiating sleep but has not 

adequately demonstrated effectiveness in maintaining sleep, unless delivered in a 

controlled-release (CR) form. Long- term use of Zolpidem is associated with drug 

tolerance, drug dependence, rebound insomnia, and CNS-related adverse effects. 

Insomnia is defined by the American Academy of Sleep Medicine (AASM) as the 

subjective perception of difficulty with sleep initiation, duration, consolidation, or 

quality that occurs despite adequate opportunity for sleep, and that results in some form 

of daytime impairment. It is the most prevalent sleep disorder in the general population. 

It requires a full work-up to understand its etiology and to direct therapy. The AASM 

guideline recommends any pharmacologic treatment for chronic insomnia be 

accompanied by cognitive and behavioral treatments. Additionally, it recommends use of 

benzodiazepines or benzodiazepine receptor agonist medications be used short term 

followed by other sedating agents such as sedating antidepressants and atypical 

antipsychotics. This patient has been taking Zolpidem for longer than 6 weeks and is still 

experiencing frequent nighttime awakenings. A full evaluation for the etiology for her 

chronic insomnia has not been done. This medication is not medically necessary. 

 
Retrospective (DOS) 04/21/2015 pharmacy purchase Flexeril 7.5mg Qty: 15.00: 

Upheld 

 
Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines Page(s): 64-66. 

 
MAXIMUS guideline: Decision based on MTUS ACOEM Chapter 3 Initial 

Approaches to Treatment Page(s): 47,Chronic Pain Treatment Guidelines 

Cyclobenzaprine; Muscle relaxants (for pain) Page(s): 41-2, 63-66. 

 
Decision rationale: Cyclobenzaprine (Flexeril) is classified as a sedating skeletal muscle 

relaxant. This class of medications can be helpful in reducing pain and muscle tension 

thus increasing patient mobility. Muscle relaxants as a group, however, are 

recommended for short- term use only as their efficacy appears to diminish over time. In 

fact, studies have shown Cyclobenzaprine's greatest effect is in the first 4 days of 

treatment after which use may actually hinder return to functional activities. They are 

considered no more effective at pain control than non-steroidal anti-inflammatory 

medication (NSAIDs) and there is no study that shows combination therapy of NSAIDs 

with muscle relaxants have a demonstrable benefit. This patient has been on 

Cyclobenzaprine therapy for over one month. Since there is no documented provider 

instruction to use this medication on an intermittent or "as needed" basis and since the 

patient has no documentation of recurrent muscle spasms, there is no indication to 

continue use of this medication. Medical necessity for use of muscle relaxants (as a 

class) or Cyclobenzaprine (specifically) has not been established. Therefore, the request 

is not medically necessary. 
 


