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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 Anesthesiology, has a subspecialty in Pain Medicine and is 

licensed to practice in California. 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 59 year old female injured on 01/12/12 due to an undisclosed mechanism 

of injury.  Current diagnoses include cervical spine strain/sprain, herniated cervical disc with 

radiculopathy, right shoulder strain/sprain, tendonitis, rotator cuff impingement, cephalgia, head 

trauma with scalp laceration and insomnia.  The clinical note dated 04/10/14 indicates the injured 

worker presented complaining of neck and right shoulder pain rated at 9/10 increasing at night 

with associated headaches.  The injured worker reports shoulder pain increases with overhead 

activity.  Physical examination of the cervical spine revealed decreased range of motion, 

tenderness to palpation along the paraspinal musculature, and positive Spurling's test.  

Examination of the right shoulder revealed decreased range of motion, tenderness to palpation on 

the greater tuberosity, impingement sign positive. Medications include Anaprox 550mg twice a 

day, Prilosec 20mg twice a day, Ultram 150mg every day, Ambien 10mg every night, Flexeril 

and Fioricet.  The initial request for Flexeril and Fioricet was initially non-certified on 05/06/14. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Flexeril:  Upheld 

 

Claims Administrator guideline: Decision based on MTUS ACOEM Chapter 8 Neck and 

Upper Back Complaints,Chronic Pain Treatment Guidelines Cyclobenzaprine (Flexeril).   

 



MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Cyclobenzaprine Page(s): 41.   

 

Decision rationale: As noted on page 41 of the Chronic Pain Medical Treatment Guidelines, 

Cyclobenzaprine is recommended as a second-line option for short-term (less than two weeks) 

treatment of acute low back pain and for short-term treatment of acute exacerbations in patients 

with chronic low back pain. Studies have shown that the efficacy appears to diminish over time, 

and prolonged use of some medications in this class may lead to dependence. Based on the 

clinical documentation, the injured worker has exceeded the 2-4 week window for acute 

management also indicating a lack of efficacy if being utilized for chronic flare-ups.  Further, the 

request failed to provide a dose, frequency, amount, and number of refills to be provided.  As 

such, the request of Flexeril is not medically necessary and appropriate. 

 

Fioricet:  Upheld 

 

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

Barbiturate, containing analgesic agents (BCAs).   

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

Barbiturate-containing analgesic agents (BCAs) Page(s): 23.   

 

Decision rationale: As noted on page 23 of the Chronic Pain Medical Treatment Guidelines, use 

of Fioricet, a barbiturate-containing analgesic, is not recommended for treatment of chronic pain.  

Research indicates the potential for drug dependence is high and no evidence exists to show a 

clinically important enhancement of analgesic efficacy.  Additionally, there is no indication in 

the documentation that establishes the benefits associated with the use of the medication.  

Further, the request failed to provide a dose, frequency, amount, and number of refills to be 

provided.   As such, the Fioricet is not medically necessary and appropriate. 

 

 

 

 


