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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. The expert 

reviewer is Board Certified in Orthopedic Surgery, has a subspecialty in Spine Surgery and is 

licensed to practice in Texas. 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/services. 

He/she is familiar with governing laws and regulations, including the strength of evidence 

hierarchy that applies to Independent Medical Review determinations. 

 

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 67 year old female injured on 08/04/03 due to an undisclosed mechanism 

of injury.  Current diagnoses include herniated nucleus pulposis and degenerative disc disease at 

the lumbosacral spine with bilateral, right worse than left, L5-S1 radiculopathy.  The clinical 

documentation dated 03/25/14 indicates the injured worker presented complaining of ongoing 

low back pain with radiation to the bilateral lower extremities, right greater than left.  The 

injured worker rates the pain at 8/10 without medication and 3-4/10 with the use of medication.  

Physical examination revealed pain to palpation from L4 to S1 at the bilateral paraspinal 

musculature as well as mid-spine, pain to the sciatic notch on the right, and allodynia and 

decreased sensitivity to the anterior right thigh and posterior aspect of the right lower extremity 

extending from the mid buttocks and greater trochanteric area to the heel.  Examination revealed 

decreased range of motion of the lumbosacral spine, positive straight leg raise on the right and 

negative on the left, weakness with plantar flexion of the right foot, reflexes are 1+ and 

symmetrical to the knees and 2+ and symmetrical at the Achilles.  The injured worker declined 

the opportunity for injection therapy and requested to continue to be managed conservatively 

with home exercise program and medication management.  The medications include Naprosyn 

#60, Norco 10/325, and Soma 350mg.  The previous request for a prescription of Norco 

10/325mg #180 and Soma 350mg #60 was non-certified on 01/29/14. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

PRESCRIPTION OF NORCO 10/325MG, #180:  Upheld 



 

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

HYDROCODONE/ACETAMINOPHEN.   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines OPIOIDS, 

CRITERIA FOR USE Page(s): 77.   

 

Decision rationale: As noted on page 77 of the Chronic Pain Medical Treatment Guidelines, 

patients must demonstrate functional improvement in addition to appropriate documentation of 

ongoing pain relief to warrant the continued use of narcotic medications.  There is no clear 

documentation regarding the functional benefits or any substantial functional improvement 

obtained with the continued use of narcotic medications.  In addition, no recent opioid risk 

assessments regarding possible dependence or diversion were available for review.  Moreover, 

there were no recent urine drug screen reports made available for review.  As the clinical 

documentation provided for review does not support an appropriate evaluation for the continued 

use of narcotics as well as establish the efficacy of narcotics, the medical necessity of 

prescription of Norco 10/325MG, #180 cannot be established at this time. 

 

PRESCRIPTION OF SOMA 350MG, #60:  Upheld 

 

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

CARISOPRODOL (SOMA).   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

CARISOPRODOL Page(s): 65.   

 

Decision rationale: As noted on page 65 of the Chronic Pain Medical Treatment Guidelines, 

Soma is not recommended for long-term use. This medication is FDA-approved for symptomatic 

relief of discomfort associated with acute pain in musculoskeletal conditions as an adjunct to rest 

and physical therapy. The documentation indicates that the patient is being prescribed the 

medication for chronic pain and long-term care exceeding the recommended treatment window.  

As such, the request for prescription of Soma 350MG, #60 cannot be recommended as medically 

necessary at this time. 

 

 

 

 


