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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: Arizona, California 

Certification(s)/Specialty: Family Practice 

 

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 48 year old male with an industrial injury dated December 22, 2010. The 

injured worker diagnoses include chronic low back, left lower extremity pain, and left shoulder 

pain status post left shoulder arthroscopic repair 2/21/2013. He has been treated with diagnostic 

studies, prescribed medications and periodic follow up visits. According to the progress note 

dated 2/27/2015, the injured worker reported ongoing low back pain and left shoulder pain. 

Objective findings revealed well-healed surgical scar over the superolateral aspect of the left 

shoulder with no redness or sign of inflammation. The injured worker reported itchy sensation. 

Treatment plan included medication management and follow up appointment. The treating 

physician prescribed Trazodone 100 mg, sixty count with two refills. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Trazodone 100 mg, sixty count with two refills: Upheld 

 

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

Page(s): 13 - 14. 

 

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

Page(s): 82-92. 



 

Decision rationale: Trazadone is a tricyclic antidepressant. According to the MTUS guidelines, 

this class of medications is to be used for depression, radiculopathy, back pain, and 

fibromyalgia. Tricyclic antidepressants have been shown in both a meta-analysis and a 

systematic review to be effective, and are considered a first-line treatment for neuropathic pain. 

It has not been proven beneficial for lumbar root pain. In this case, the claimant was on 

Cymabalta, Trazafone and Norco for pain. The pain level reduction with Norco was noted to 

drop from 8/10 to 4/10. Pain level reduction with Trazadone was not noted. The claiamant had 

been on Trazadone for months without consistent documentation of VAS score improvement. 

The continued use of Trazadone is not substantiated and not medically necessary. 


