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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, Pain Management 

 

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 6-6-05. The 

injured worker has complaints of right wrist, hand pain, low back pain with right lower extremity 

symptoms and right shoulder pain. The documentation noted diminished sensation median nerve 

distribution, left, tenderness of the cervical and lumbar spine. Range of motion of is limited and 

she has a positive straight leg raise left at 45 degrees and right at 50 degrees for pain to foot and 

right shoulder tenderness diffusely. The diagnoses have included protrusion C3-4 and C5-6 with 

foraminal stenosis and right median neuropathy and lumbar myofascial pain. Treatment to date 

has included hydrocodone; naproxen; pantoprazole and transcutaneous electrical nerve 

stimulation unit. The request was for temazepam 15mg #30 with 2 refills. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Temazepam 15mg #30 with 2 refills: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines. 



MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines Page(s): 

24 of 127. Decision based on Non-MTUS Citation Official Disability Guidelines (ODG) 

Chronic Pain, Sleep Medication, Insomnia treatment. 

 

Decision rationale: Regarding the request for temazepam, Chronic Pain Medical Treatment 

Guidelines state the 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. 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." 

Specific to insomnia, ODG recommends the short-term use (usually two to six weeks) of 

pharmacological agents only after careful evaluation of potential causes of sleep disturbance. 

They go on to state the failure of sleep disturbances to resolve in 7 to 10 days, may indicate a 

psychiatric or medical illness. Within the documentation available for review, there is no 

indication that the medication is being used for short term use as recommended by guidelines. 

In the absence of such documentation, the currently requested temazepam is not medically 

necessary. Within the documentation available for review, there is no documentation identifying 

any objective functional improvement as a result of the use of the medication and no rationale 

provided for long-term use of the medication despite the CA MTUS recommendation against 

long-term use. Benzodiazepines should not be abruptly discontinued, but unfortunately, there is 

no provision to modify the current request to allow tapering. In the absence of such 

documentation, the currently requested Ativan (lorazepam) is not medically necessary. 


