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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 Physical Medicine and Rehabilitation and has a subspecialty in 

Interventional Spine 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 patient is a 44-year-old male with an injury date on 10/27/2005. Based on the 04/11/2014 

progress report provided by , the diagnosis is is Reflex sympathetic dystrophy of 

lower extremity. According to this report, the patient complains of right lower extremity  

complex regional pain syndrome type 1. The patient had marked allodynia of the entire right 

foot, anatalgic gait. The 03/13/2014 report indicates swelling, muscle atrophy and weakness of 

the right ankle. The patient's balance is mildly unsteady and has difficulty with transferring out of 

chair. The patient's daily activity includes exercise, rest, and households chores. The patient do 

stretches, breathing exercise, meditation, support groups, music and medication to help  

alleviated the pain. There were no other significant findings noted on this report.  is 

requesting Soma 350mg #60 1 refill, Alprazolam 0.5mg #60 1 refill, Percocet 10/325mg #180 

and Lidoderm 5% patch #30 5 refills. The utilization review denied the request on 04/26/2014. 

 is the requesting provider, and he provided treatment reports from10/01/2013 to 

05/08/2014. 

 

IMR ISSUES, DECISIONS AND RATIONALES 

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

 

Soma 350mg #60 1 refill: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 



 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines SOMA; 

MUSCLE RELAXANTS (FOR PAIN) Page(s): 29; 63-66. 

 

Decision rationale: According to the 04/11/2014, report by  this patient presents 

with right lower extremity complex regional pain syndrome type 1. The provider is requesting 

Soma 350mg #60 with 1 refill. Review of reportsfrom10/01/2013 to 05/08/2014; show that the 

patient has been taking Soma since 10/01/2013. Regarding this medication, MTUS page 29 

states "Not recommended. This medication is not indicated for long-term use." The providers' 

current request for on-going use of this medication is not supported by the MTUS guidelines. 

Therefore, the request is not medically necessary. 

 

Alprazolam 0.5mg #60 1 refill: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

BENZODIAZEPINES Page(s): 24. 

 

Decision rationale: According to the 04/11/2014 report by  this patient presents with 

right lower extremity complex regional pain syndrome type 1.The provider is requesting 

Alprazolam 0.5mg #60 1 refill. Review of reports from10/01/2013 to 05/08/2014; show that the 

patient has been taking Alprazolam since 11/22/2013. MTUS guidelines page 24, do 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. Only short-term use of this medication is 

recommended for this medication. In this case, review of records shows no discussion regarding 

short-term use and the medication appears to be prescribed for longer than 30 days. Therefore, 

the request is not medically necessary. 

 

Percocet 10/325mg #180: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 

MAXIMUS guideline: Decision based on MTUS Chronic Pain Treatment Guidelines 

MEDICATIONS FOR CHRONIC PAIN Page(s): 60-61. 

 

Decision rationale: According to the 04/11/2014 report by  this patient presents with 

right lower extremity complex regional pain syndrome type 1.The provider is requesting 

Percocet 10/325mg #180. Percocet was first mentioned in the 10/01/2013 report. For chronic 

opiate use, MTUS Guidelines page 88 and 89 require functioning documentation using a 

numerical scale or validated instrument at least once every 6 months. Also, MTUS page 78 

requires documentation of 4 A's (analgesia, ADLs, adverse side effects, adverse behaviors). 

Furthermore, under outcome measures, the MTUS Guidelines recommends documentation of 

current pain, average pain, least pain, time it takes for medication to work, duration of pain relief 



with medications, et cetera. Review of reports show that this patient has been on opiates for quite 

some time. The 10/01/2013 report mentions "The medication reduce his pain by 70% and allows 

him to carry out his activities of daily living such as walking, swimming, gardening, cleaning the 

house." The patient rated the pain as a 4-5/10 with medication. In this case, the provider provides 

analgesia, ADL's with medication but does not discuss Adverse effect and Aberrant behavior. 

There is no discussion regarding "outcome measures," as required by MTUS. Given the lack of 

sufficient documentation regarding opiate management, recommendation is for denial therefore, 

the request is not medically necessary. 

 

Lidoderm 5% patch #30 5 refills: Upheld 

 

Claims Administrator guideline: The Claims Administrator did not cite any medical evidence 

for its decision. 

 

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

(lidocaine patch) Page(s): 56-57. 

 

Decision rationale: According to the 04/11/2014 report by  this patient presents with 

right lower extremity complex regional pain syndrome type 1.The provider is requesting 

Lidoderm 5% patch #30, 5 refills. Lidoderm patch was first mentioned in the 11/22/2013 report. 

The MTUS guidelines state that Lidoderm patches may be recommended for neuropathic pain 

when trials of antidepressants and anti-convulsants have failed. Review of the reports show the 

patient has upper extremity neuropathic pain. However, the provider does not discuss how this 

patch is used and with what effect. The MTUS Guidelines page 60 require documentation of pain 

and function when medications are used for chronic pain. Therefore, the request is not medically 

necessary.  




