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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: New Jersey, Alabama, California 

Certification(s)/Specialty: Neurology, Neuromuscular 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 56 year old female who sustained an industrial injury on 03/16/95. 

Initial complaints and diagnoses are not available. Treatments to date include shoulder surgery, 

medications, physical therapy, home exercise program, a right stellate ganglion block, with a 

reported 80 % reduction in pain, and a right lumbar paravertebral sympathetic block on 10/17/14 

with a 50-80% reduction in pain for 6 weeks, and a documented increase of 20% in the use of 

hydrocodone. Diagnostic studies include x-rays of the lumbar spine, chest, and left shoulder. 

Current complaints include neck low back, left upper extremity, right lower extremity pain, and 

insomnia. Current diagnoses include lumbar radiculitis, headaches, complex regional pain 

syndrome bilateral upper extremities and right lower extremity, and chronic pain. In a progress 

note dated 02/16/15 the treating provider reports the plan of care as home exercise program, a 

right lumbar sympathetic block, and medication including gabapentin, lactulose, Tizanidine, 

Lidoderm patch, Nucynta, Restoril, and Hydrocodone, as well as a Toradol injection given in the 

office on the date of service. The Hydrocodone dose has remained at 7.5mg and 120 pills/month 

since 01/05/15. Pain relief is reported at 50% with medications. There is no documentation of 

specific functional improvement with medication. The Restoril dosage has remained unchanged 

since 07/21/14. There is no clear documentation of an exacerbation of pain that would deem a 

Toradol injection medically necessary. The requested treatments include a right lumbar 

sympathetic block, Restoril, and a Toradol injection in the office. 

 

IMR ISSUES, DECISIONS AND RATIONALES 



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

 

1 Right lumbar sympathetic block: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines Lumbar Sympathetic Block. 

 

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

sympathetic blocks (stellate ganglion block, thoracic sympathetic block, & lumbar sympathetic 

block) Page(s): 57; 104. 

 

Decision rationale: According to MTUS guidelines, "Stellate ganglion block (SGB) 

(Cervicothoracic sympathetic block): There is limited evidence to support this procedure, with 

most studies reported being case studies. The one prospective double-blind study (of CRPS) 

was limited to 4 subjects". According to MTUS guidelines, lumbar sympathetic block 

Recommended as indicated below. Useful for diagnosis and treatment of pain of the pelvis and 

lower extremity secondary to CRPS-I and II. This block is commonly used for differential 

diagnosis and is the preferred treatment of sympathetic pain involving the lower extremity. For 

diagnostic testing, use three blocks over a 3-14 day period. For a positive response, pain relief 

should be 50% or greater for the duration of the local anesthetic and pain relief should be 

associated with functional improvement. Should be followed by intensive physical therapy. 

(Colorado, 2002) The patient received a previous sympathetic block without documentation of 

significant pain and functional improvement. Therefore, 1 Right lumbar sympathetic block is 

not medically necessary. 

 

Restoril 30mg #30 with 1 refill: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines Benzodiazepines. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Guidelines Benzodiazepines Page(s): 24. 

 

Decision rationale: According to ODG guidelines and in the treatment of insomnia section, 

"Recommend that treatment be based on the etiology, with the medications recommended below. 

See Insomnia. Pharmacological agents should only be used after careful evaluation of potential 

causes of sleep disturbance. Failure of sleep disturbance to resolve in a 7 to 10 day period may 

indicate a psychiatric and/or medical illness. (Lexi-Comp, 2008) Primary insomnia is generally 

addressed pharmacologically. Secondary insomnia may be treated with pharmacological and/or 

psychological measures. The specific component of insomnia should be addressed: (a) Sleep 

onset; (b) Sleep maintenance; (c) Sleep quality; & (d) Next-day functioning. Pharmacologic 

Treatment: There are four main categories of pharmacologic treatment: (1) Benzodiazepines; (2) 

Non-benzodiazepines; (3) Melatonin & melatonin receptor agonists; & (4) Over-the-counter 

medications. The majority of studies have only evaluated short-term treatment (i.e., 4 weeks) of 

insomnia; therefore more studies are necessary to evaluate the efficacy and safety of treatments 

for long-term treatment of insomnia. In 2007, the FDA requested that manufacturers of all 



sedative-hypnotic drugs strengthen product labeling regarding risks (i.e., severe allergic 

reactions and complex sleep-related behaviors, such as sleep driving). It is recommended that 

treatments for insomnia should reduce time to sleep onset, improve sleep maintenance, avoid 

residual effects and increase next-day functioning. (Morin, 2007) (Reeder, 2007) (1) 

Benzodiazepines: FDA-approved benzodiazepines for sleep maintenance insomnia include 

estazolam (ProSom), flurazepam (Dalmane), quazepam (Doral), and temazepam (Restoril). 

Triazolam (Halcion) is FDA-approved for sleep-onset insomnia. These medications are only 

recommended for short- term use due to risk of tolerance, dependence, and adverse events 

(daytime drowsiness, anterograde amnesia, next-day sedation, impaired cognition, impaired 

psychomotor function, and rebound insomnia). These drugs have been associated with sleep-

related activities such as sleep driving, cooking and eating food, and making phone calls (all 

while asleep). Particular concern is noted for patients at risk for abuse or addiction. Withdrawal 

occurs with abrupt discontinuation or large decreases in dose. Decrease slowly and monitor for 

withdrawal symptoms. Benzodiazepines are similar in efficacy to benzodiazepine-receptor 

agonists; however, the less desirable side-effect profile limits their use as a first-line agent, 

particularly for long-term use". According to MTUS guidelines, benzodiazepines are not 

recommended for long term use for pain management because of unproven long term efficacy 

and because of the risk of dependence. Most guidelines limit their use to 4 weeks. There is no 

recent documentation of insomnia related to pain. Therefore the prescription of Restoril 30mg 

#30 with 1 refill is not medically necessary. 

 

Toradol 60mg injection: Upheld 

 

Claims Administrator guideline: Decision based on MTUS Chronic Pain Treatment 

Guidelines Ketorolac (Toradol, generic available). Decision based on Non-MTUS Citation 

Official Disability Guidelines (ODG), Pain, Ketorolac (Toradol, generic available). 

 

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

Page(s): 73. 

 

Decision rationale: According to MTUS guidelines, "Ketorolac (Toradol, generic available): 10 

mg. (Boxed Warning): This medication is not indicated for minor or chronic painful conditions". 

Toradol is recommended for severe acute pain for a short period of time. In this case, the patient 

current pain is clearly chronic. Therefore, the request to prescribe Toradol 60mg injection is not 

medically necessary. 


