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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: North Carolina 
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 52 year old female, who sustained an industrial injury on 2-12-1996. 
The injured worker is undergoing treatment for complex regional pain syndrome, left upper 
extremity, neck and upper thoracic pain. On 12-3-14 and 3-25-15, she reported having a 50 
percent improvement with trigger point injections. She is noted to use Gabitril nightly to reduce 
neuralgia by 50 percent from her upper extremity. There is notation of Clonazepam 0.5mg one 
tablet 3 times a day being "effective". Her current medications are reported as allowing her to 
"tolerate the necessary activities of daily living" which included housekeeping and meal 
preparation. She rated her current pain 4-8 out of 10. Examination revealed limited axial 
movement, an upset and anxious affect, cervical thoracic junction kyphosis at 40 degrees, 
tenderness in the myofascial trigger points in the neck and upper back area, decreased thoracic 
range of motion, muscle spasm in the ribs, scapula, trapezius and pectoralis areas, decreased 
bilateral shoulder range of motion left greater than right, limited left wrist range of motion, 
tenderness in the thoracic spine, amplitude tremor in the left upper extremity, and decreased left 
upper extremity strength.  The treatment and diagnostic testing to date has included medications, 
spinal cord stimulator (date unclear), home exercise program. Medications have included 
clonazepam, gabitril, duloxetine, oxycodone, oxycontin, Pennsaid solution. A signed opiate 
contract dated 2-12-14 is noted. The records indicate she has been utilizing Gabitril and 
Clonazepam since at least December 2014, possibly longer. Current work status: unclear. The 
request for authorization is for Gabitril 4mg quantity 60 with no refills, and Clonazepam 0.5mg 



quantity 90 with no refills. The UR dated 4-17-2015 modified certification of Gabitril 4mg 
quantity 30 for weaning purposes, and Clonazepam 0.5mg quantity 45 for weaning. 

 
IMR ISSUES, DECISIONS AND RATIONALES 

The Final Determination was based on decisions for the disputed items/services set forth below: 
 
Gabitril 4mg, #60: 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). 

 
MAXIMUS guideline: The Expert Reviewer did not base their decision on the MTUS. 
Decision based on Non-MTUS Citation PDR, Gabitril. 

 
Decision rationale: The California MTUS and the ACOEM do not specifically address the 
requested service. The physician desk reference states the requested medication is indicated in 
the treatment of seizure disorder as adjunctive therapy. The patient does not have these diagnoses 
due to an industrial incident. Therefore, the request is not medically necessary. 

 
Clonazepam 0.5mg, #90: Upheld 

 
Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 
for its decision. 

 
MAXIMUS guideline: Decision based on MTUS Chronic Pain Medical Treatment 2009, 
Section(s): Opioids for chronic pain. 

 
Decision rationale: The California Chronic Pain Medical Treatment Guidelines section on 
benzodiazepines states: Benzodiazepines: 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. 
Their range of action includes sedative/hypnotic, anxiolytic, anticonvulsant, and muscle relaxant. 
Chronic benzodiazepines are the treatment of choice in very few conditions. Tolerance to 
hypnotic effects develops rapidly. 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. Tolerance to anticonvulsant and muscle relaxant effects occurs within weeks. 
(Baillargeon, 2003) (Ashton, 2005) The chronic long-term use of this class of medication is 
recommended in very few conditions per the California MTUS. There is no evidence however of 
failure of first line agents for the treatment of anxiety or Insomnia in the provided 
documentation. For this reason, the request is not medically necessary. 
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